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SURGICAL TREATMENT OF BRIGHT’S DISEASE.* 


By ALEX. HuGH FERGUSON, M.D., C.M., CHIcaco, ILL. 


Professor of Clinical Surgery in the University of Illinois. 


In 1889 my first operation was made, as a purely ex- 
ploratory measure, upon the kidney of a patient suffering 
from chronic nephritis; as a result of partial decapsulation 
the renal colic and hematuria were relieved, but the patient 
died four years later from Bright’s disease. I was much im- 
presst by this temporary benefit; and during the following 
seven years became more and more convinced that the im- 
provement was not purely accidental by reason that in my 
operations for wandering kidney I noted two especial facts, 
viz.: that in nephritis of not too severe degree a symptomatic 
cure was obtained when the organ was suspended by its 
rolled-off fibrous capsule (the nephralgia disappearing and 
the urine becoming normal in quantity and quality) and that 
when simple nephropexy was done—without decapsulation— 
no such improvement followed. 

A more careful study of the cases of tender and floating 
kidneys revealed phenomena which gave us an increast in- 
terest from a clinical standpoint. The difference in the char- 
acter of the pain, from sensations of a dragging weight or 
constant dull ache when on the feet, often eased when ly- 
ing down, to severe paroxysms like renal colic; or, again, to 
exacerbations of pain of a neuralgic nature, sometimes ex- 
tending to the nerves on the affected side, was suggestive of 
the existence of different conditions in the kidneys that had 
left their normal positions. The nausea, vomiting’ anorexia, 
diarrhea, constipation, flatulence, debility, frequent urinary 
disturbances, emaciation and depression of spirits or mental 
confusion, often found in these cases, are no doubt due to 
mild uremia of nephritis, and not due as we formerly sup- 
posed, to floating kidney per se. 

“It has been many times disputed that movable kidney 
produces any effect on the character of the urine. When 
a person with a floating kidney seeks advice, with a his- 


tory of scanty urine, high-colored, a sedimentary deposit, or 


at other times it is more copious than normal, and blood, 
hyaline and granular casts and albumin are found in it, there 
is a nephritis present as well, and whether the inflammation 
or the floating kidney existed first is often doubtful. The 
graver condition now is the nephritis, and decapsulation and 
nephropexy are indicated. That a nephritis was present 
in the vast majority of my cases, I have verified by a micro- 
scopic examination of a portion of kidney tissue removed 
at the time of. the operation. In three instances of floating 
and tender kidney met with since January, 1899, no changes 
were present in the kidney tissue. The pain and tenderness 
in them must have been caused by something else—conges- 
tion, nephralgia, twisting of the ureter, etc. This is posi- 
‘tive proof that they are not all cases of nephritis, as I 
formerly supposed. 

The only accurate means of diagnosing the condition of 
a kidney that is floating and tender, with no changes in the 
urine, is by a microscopic examination of a portion of the 
kidney. It is not infrequent to find interstitial nephritis (mi- 
‘croscopically) when no albumin or casts are in the urine 


*Abstract of President’s Address before the Western Surgical 
and Gynecological Association. 


prior to the operation, which are instances of “nephritis with 
out albuminuria.” On the other hand, chronic Bright’s dis- 
ease may be present with floating kidneys, where pain is not 
a sympton nor tenderness a sign, but in what percentage I 
do not know. In my experience, I have refused to perform 
nephropexy, because advanced Bright’s disease was present 
as well as the floating kidney. 

Do not these facts teach us that all floating kidneys 
should be suspended by their own stript-off capsule, whether 
they are painful and tender or not? For by so doing we sure- 
ly prevent the organ from again wandering ; and, what is still 
more important, the progress of a destructive disease in a 
large percentage of cases may be cut short. I have yet to 
see a case in which decapsulation and suspension of a normal 
kidney did harm. 

During 1897 and 1898 I frequently expresst the opinion 
at my clinics that a certain form of Bright’s disease (intersti- 
tial nephritis) was always connected with a tender floating 
kidney’ and was symptomatically cured by stripping off the 
capsule and suspending the kidney; but we now know this 
is not always the case. While formerly my object in the 
treatment of these cases was to put the kidney at rest, now, 
however, on account of the frequency with which inflamma- 
tion occurs at the same time, the treatment of the nephritis 
becomes the more important. 

On June 17, 1896, at the Chicago Post-Graduate Hos- 
pital, I performed decapsulation for nephritis and floating 
kidney in a young girl, with excellent immedate results. I 
was assisted by Drs. W. A. Tichenor and E. M. Brown. 
My first double decapsulation performed distinctly for ne- 
phritis as well as floating kidney was performed also at the 
Post-Graduate Hospital, on December 9, 1897, assisted by 
Drs. E. M. Brown and W. A. Tichenor, and in the presence 
of a large class of doctors from different states. The im- 
mediate result was amazingly good. It is now over six 
years since I operated on this woman. She is in better gen- 
eral health than she has been for the last eighteen years. *I 
have had her urine examined four times the last month, with 
the same report each time, as follows: In twenty-four hours, 
60 ounces. No albumin; no sugar; no casts; no blood; urea 
14 per cent. 

February 10, 1899, before the Chicago Academy of 
Medicine, I reported two cases of interstitial nephritis, 
treated by decapsulation, giving microscopist’s report on sec- 
tions and mentioning my earlier work in the operative treat- 
ment of nephritis associated with wandering kidney. It was 
some weeks later (New York Medical News, April 22, 1899) 
that Edebohls publisht his article entitled “Chronic Nephritis 
Affecting a Movable Kidney as an Indication for Nephro- 
pexy.” So much as to precedence. 

As a result of careful study of the 120 case-histories col- 
lected by Guiteras as well as from my own operative ex- 
perience I am inclined to give the following indications for 
surgical treatment: 

1. Floating Kidney.—Floating kidney may now be put 
down as one of the indications for decapsulation. An obser- 
vation (no doubt a common one) is that a floating kidney is 
often accidentally discovered in one’s own person, or is found 
by a physician, at a time when no disturbing symptoms are . 
present from it. It is made light of and often forgotten until 
some day it gets painful and tender, the urine becomes irreg- 
ular in flow, sometimes scant and again profuse, albumin ap- 
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pears in it; urea decreases ; cylindroids are observed and the 
general health is being undermined. In a nervous person 
the pain might be suggestive in origin, but the urinary 
changes never. Up to the last six years I have held the 
view that a floating kidney should not be operated on simply 
because it was dislocated. I therefore refused to operate 
on other than those giving disturbance. I have learned that 
several of those whom I advised to have no surgical inter- 
ference come under the knife of some other surgeon. 1 
made inquiries of thirteen widely scattered cases, and all 
but three had undergone an operation because of the painful 
and annoying symptoms instituted by the floating kidneys. 

On the other hand, a freely movable kidney may be 
diseased without causing pain and tenderness, or even con- 
stant urinary changes. This experience and knowledge have 
convinced me that all cases of floating kidneys snould be 
treated by decapsulation and fixation. I firmly maintain 
also that the surgeon’s work is not complete without a mi- 
croscopic examination of a piece from the kidney. It is 
surprising how often one will find the unexpetced—chronic 
nephritis. 

2. Nephritis and Floating Kidney.—It has been main- 
tained that cases of floating kidney with the symptoms and 
signs so characteristic of nephritis are not cases of nephritis 
at all but that the condition is temporary, the symptoms dis- 
appearing in due time after nephropexy. The only way to 
refute such a statement is to exhibit under the microscope 
sections of the kidney of the cases in question. The immedi- 
ate result in this class of cases has been so amazingly prompt, 
and the remote results so permanent, that some surgeons 
doubt these to have been cases of nephritis. Microscopic 
sections, however, prove the nephritis to be actually present. 

In reply to the statement that the cures were so rapid 
that they could not have been true cases of nephritis, it 1s, 
I must say, almost incredible that the clinical picture of one 
in suffering and distress can, within a few days, by a simple 
operation, be transformed to represent ease and happiness, 
but it is just as true as it is that most of the tender floating 
kidneys are true cases of nephritis, as demonstrated micro- 
scopically. It is equally hard to believe that within a few 
weeks or months the symptoms and signs of the nephritis 
clear up. We must remember that the kidneys have an 
abundant vascular supply, excretory tubes and glomeruli, 
more than enough to carry on their ordinary functions, and 
a recuperative and regenerative power that is most wonder- 
ful. With the knowledge that we possess of the rapid sub- 
sidence of acute, subacute and chronic inflammations of other 
organs, and parts of the body, when properly treated, we 
should no longer doubt the rapid cure of kidney inflamma- 
tion when given the best opportunity to flush itself of poison- 
ous materials thru its natural system of drainage, and also 
allow blood serum and urine to drain thru punctures made 
in it. Nature repairs the traumatism made in reaching the 
kidney wonderfully rapidly, arid why not as speedily restore 
the kidney to assume its function and cease supplying albu- 
min, casts, etc., to the urine? In tender and floating kidneys 
the fact that a small portion of the organ is removed, and that 


we find it diseased, is no proof that the whole kidnev is in 


the same pathologic condition. In sections from floating 
kidneys there are sometimes only slight changes, while again 
all the characteristic destructive changes of advanced ne- 
phritis are present. It is my firm beiief that a fioating kid- 
ney is a frequent cause of chronic nephritis, by constantly in- 
terfering with its vascular supply, nutrition and free excre- 


tion of urine. 
3. Nephritis—a. Acute Bright’s disease. 6. Chronic 


interstitial (Bright). c. Chronic parenchymatous (Bright), 
Mr. Reginald Harrison boldly and successfully attackt 


‘acute diffuse nephritis under a mistaken diagnosis, but never- 


theless originated the splitting of the capsule to relieve kid- 
ney tension, and has written fully concerning his cases, 
Whether acute Bright’s disease be due to exposure to cold 
and wet, accompanies or follows specific fevers, or is caused 
by toxic agents or pregnancy, it would seem rational not to 
allow the patient to speedily die without following the ex. 
ample of Harrison. 

In looking over the literature I find that the causes of 

death after the operation in 123 cases, by different surgeons, 
were as follows: Four died of pulmonary edema, 4 of uremia, 
4 of coma, 3 of sudden heart failure, 3 of exhaustion, and 
one each of endocarditis, suppression of urine (ether being 
given), anuria, general dropsy, collapse, pleuritic effusion 
and myocardial thrombosis. There were 27 deaths out of 
123 cases, within a year after the operation. A closer analy- 
sis shows that of these 27 deaths, 6 died within eighteen 
hours after the operation, 9 between one and thirteen days, 2 
between two and seven weeks, 3 between two and three 
months, and 1 lived a year. The vast majority of these 
deaths must not be attributed to the operation. Even allow- 
ing all deaths within a week to be due to the operation, there 
would be a mortality of only about 9 per cent. When the 
limitations of the operation are more clearly defined, and 
many of the extreme cases left alone, the mortality should 
not be more than 5 per cent in the hands of experienced sur- 
geons. It is fair to conclude that the earlier an operation 
is performed in these cases the less will be the fatality, and 
the greater the benefits. 


HOSPITALS IN THE WEST INDIES. 


By Lucy A.B., M.D., CHICAGO, ILL. 


Head Surgeon of the Mary Thompson Hospital for Women 
and Children, 


The hospitals in all the West India Islands with few 
exceptions are under government control—colonial hospitals 
under general supervision of a medical officer sent out by 
the central government. 


_ THE HOSPITAL AT ST. THOMAS. 


The most primitive hospital on the islands we found at 
St. Thomas, our first landing piace. It consisted of three 
long, narrow buildings which accommodated the patients, 
and a separate building of two stories which was evidently 
the residence and office of the director of the hospital. We 
were admitted to the grounds by an old negro, and knockt 
at the door of the little two story building with the inten- 
tion of presenting our cards. But we had chosen an unfor- 
tunate hour; his honor was “resting,” and sent his excuses 
by a sweet-mannered little maid with the request that we 
escort ourselves around the hospital, in other words to make 
ourselves at home. This we proceeded to do and had walkt 
thru the men’s ward and out in the grounds again before we 
met any one who seemed to be in authority or who did any- 
thing but stare at us in silence. When in the open air we 
spied a very dirty, ill-kept man dangling a bunch of keys. 
Taking this to be his insignia of office we ventured to ap- 
proach him with the request that we be allowed to inspect 
the hospital. He responded graciously enough and led us 
to the insane pavilion. 

The poor in the West Indies are indeed to be pitied 
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everywhere; but especially so the insane paupers in the Isle 
of St. Thomas. A small, dark cell, heavily grated, with a 
dirty, straw bed in one corner, a few tin dishes and a cover- 
ing of dirty rags is their portion. 

The general women’s ward was not much better except 
that it consisted of a large room which allowed better ven- 
tilation and light. On each dirty bed lay the most miser- 
able specimen of humanity, thrusting out to us from every 
side scrawny hands, begging for a copper. 

A short’ description of the hospital of St. Thomas could 
be given in three words: Dirt and Rags. We were glad to 
see two women washing clothes in the middle of the court 
in a very primitive way, showing that they realized the neces- 
sity of an attempt at cleanliness altho the results of their 
work were nowhere in evidence! We enquired in regard to 
the system of nursing in the hospital and were told: “Cer- 
tainly we have trained nurses.” Ina few moments appeared 
an old, wrinkled and (of course) dirty black woman, her 
head decorated with an old colored handkerchief who intro- 


Dr. Lucy Waite, of Chicago, is one of the skillful operators who 
have made that city the great surgical center of the Western conti- 
nent. At the various institutions with which she is connected, Dr. 
Waite is doing surgical work which more than favorably compares 
with that of the most celebrated of European men. LEarnest, con- 
scientious, thoro—she is a leader among men of international fame. 
= — life she is the wife of the distinguisht Dr. Byron Robinson.— 

or. 
duced herself as the “nurse in charge.” She had held her 
position for sixteen years she said. She was the “right hand 
of the surgeon,” administered his anesthetics and made her- 
self generally useful on “operating days.” When questioned 
as to where she had received her training she seemed grieved 
that we should put such a question and told us that she did 
not need any training, that she had had seven children. 

We were next conducted to the operating room. If there 
is any thing in a name surely this was a misnomer. An 
old table, a few rusty instruments and the prevailing char- 
acter of the hospital, dirt, was all that met our view. We 
could but breathe a fervent prayer that for the sake of sur- 
gery the dread disease of the white man, appendicitis, is 


rare in this little island and that abdominal tumors are left 
in their safe retreat and never have seen the light of day 
in this so-called “operating room.” 

We distributed a handful of coins and left the hospital 
with the impression that we had viewed the worst specimen 
of a hospital that it is possible to produce. When our visit 
was over we were no longer surprised at the daily siesta re- 
quired by the medical directors of this establishment! - Such 
a task was certainly enough to cause any one “chronic 
fatigue” and we could understand why any medical man, 
however limited his ideas of hospital life, would prefer rest- 
ing to conducting physicians thru such an institution. 

St. Thomas is one of the four West India Islands belong- 
ing to Denmark and.is inhabited almost entirely by black 
people. Strange to say the prevailing language is English. 
I could not become accustomed to hearing the English lan- 
guage where everything appeared so strange and foreign. 
The small, low houses, and ndrrow, crooked streets seemed to 
call for a language not our own. However, the soft tones and 
peculiar intonation of this strange people, so changed our 
own language as to make it sound to us almost a foreign 
tongue. 


THE HAVANA HOSPITALS. 


From this primitive attempt at a hospital to the magnifi- 
cent hospital buildings and grounds in Havana of the Cova- — 
donga (the Centro Asturiano) was a bound which literally 
made our heads swim. It was well we visited several be- 
tween, in various stages of development, or the contrast 
would certainly have given us a nervous stroke from which 
it would have been difficult to recover. Here we found the 
most beautiful, ideal hospital.our eyes have ever beheld. 
The toute ensemble beggars description; however, I will 
endeavor to give a faint idea of the details. To begin with: 
Imagine hospital grounds covering over one hundred acres. 
Enormous iron gates opened at the entrance admitting us to 
a long carriage drive leading to the administration building. 
The wide avenues bordered by stately palms led to other 
buildings. A little to one side of the main drive, where we 
came upon it unexpectedly, was an artificial lake surround- 
ed by palms and wide branching tropical trees of every de- 
scription. Winding steps led from the banks down to the 
shore of this little lake. Imagine again eight long, wide, 
one-storied stone buildings in colonial style, with broad 
porches supported by wide columns, the prevailing colors 
being a delicate salmon and a light blue, and all set down at 
artistic distances among these beautiful grounds and we have 
a picture not only to delight the eyé of an artist, but to make 
the profesional eye turn green with envy of the fortunate 
few who are privileged to carry on their scientific work irt 
this enchanted spot. I imagined the over-workt surgeon 
after a hard operating day, sitting by the little lake and 
breathing in rest for the morrow; or when, in spite of a 
hardly contested battle, the odds had gone against him, 
strolling among those majestic palms and learning from 
them the lesson of courage and patience. But hard as it is 
I must attempt to give some idea of the professional side 
of this marvelous institution. We had employed an inter- 
preter to accompany us to the hospital, as our time was 
short and we were told that we could not expect to find any 
one speaking English, German or French, or indeed any- 
thing but Spanish. Our guide immediately found the 
director of the hospital and with these two we started on our 
rounds of the hospital. Whether the director of the hospital 
was a mind reader or not, we did not discover, but he took 
us directly to the building containing the operating room, 
sterilizing and anesthetic rooms. There is no better way of 
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describing these rooms than to say that every detail was 
perfect. Marble, stone, tile, glass and mosaic were the ma- 
terials used in the construction of this ideal surgical work- 
shop. Not a speck of dust or dirt anywhere nor indeed 
any place where dirt could lodge. A separate instrument 


room contained every instrument that general and special 


surgery could call for. Side rooms for the preparation of 
the hands and special baths for the use of the surgeons com- 
pleted this picture of surgical cleanliness. 

We next visited the men’s ward—so-called. In reality 
it was a succession of small rooms, each one opening into 
a long wide central hallway. This building was higher in 
the center, the partitions between the rooms low, leaving 
the entire upper part of the hall in one open space, making 
ideal ventilation. Opposite each room in the corridor stood 
a little, round table; at some of these patients were sitting 
eating their dinners at the time of our visit. This appealed 
to me as an especially good" provision, allowing the con- 
valescing patients to get away from the surroundings of 
the sick room while eating their meals. Palms and flow- 
ering shrubs of all descriptions made this a dining room 
quite attractive enough for a well person. The food was 
abundant and neatly served and each patient received a 
glass of wine which is a never-failing part of every Spanish 
dinner. From here we were appropriately led to the 
kitchen. This was also a separate building and at quite a 
little distance from any other. Enormous ranges filled the 
center of the long space and so scrupulously clean was every- 
thing that we did not hesitate to accept a dish of Spanish 
beans most politely offered to us by the white-robed presiding 
genius of this culinary laboratory, the chef of the hospital. 
But the greatest surprise was still to come: the baths. These 
were in a separate building, just nearing completion. This 
was quite as complete in every detail as the surgical building, 
the same materials being used; it contains a large central 
swimming tank, Turkish and Russian baths, numerous pri- 
vate baths and a perfectly equipt room for giving electric 
and medicated baths. 

We finisht our visit at the administration building, one 
of the handsomest on the grounds where spacious offices, 
large consultation rooms and a small banquet hall completed 
the dazzling picture. 

This ideal hospital is a private institution. Only Span- 
iards and Cubans are admitted. Its capacity is 250 beds. 
The present number of inmates is 170. The large proportion 
of these men, the director told us, are surgical cases. The 
house physicians and surgeons are all salaried. The head 
surgeon received $300 per month and his assistants $170. 
The majority of the nurses are men, but they are establish- 
ing a training school and intend having more women nurses. 
This institution is only six years old and according to the 
plans exhibited in the office contemplate eleven more build- 
ings, including one for tubercular patients. Our time would 
not permit us to visit the other wards which are on the same 
plan as the one described. ; 

We drove back over the broad avenue which formed the 
main entrance and out of the enormous iron gates speech- 
less. Our Chicago pride was humbled. To find in this 
country, so lately impoverisht by war, the most beautiful hos- 
pital in the world was quite enough to set us thinking in- 
stead of talking. I have seen the principal hospitals in Eu- 
rope and those in the medical centers of our own country 
and none can compare, in completeness of detail, with this 
ideal institution on the little island of Cuba. 

Havana has also two large public hospitals well equipt 
for good work and an asylum for lepers, fifty years old. 


This last is in care of the Sisters of Charity and no visitor 
can go thru this institution and view the sad and hopeless 
faces of the patients without feeling the greatest admira- 
tion for the noble women who have sacrificed their lives to 
this work. 

HOSPITAL AT ST. KITTS. 

At St. Kitts we found a well-managed institution: A 
good building in the pavilion style surrounded by handsome 
grounds. Everything was clean and orderly with a well- 
establisht training school for nurses. 


HOSPITAL AT ANTIGUA. 


The hospital at Antigua, on the Island of St. John, is 
located in very old buildings and it is evident that the work 
is carried on with insufficient equipment in all departments, 
For this reason the more credit is due to the superintendent 
and chief surgeon, Dr. Frederick Norris, and his head nurse 
—an English woman who has had charge for twelve years, 
Everything was clean and the wards were as orderly as it 
was possible to keep them with the class of patients cared 
for in all these institutions. The operating room had an air 
of cleanliness and order which showed that every effort was 
made to preserve the strictest asepsis possible with meager 
equipments. Dr. Norris told us that the present governor 
was very much alive to the medical needs of the island and 
that he has promist them a new hospital. He drove us to 
the site which had been selected, commanding a magnificent 
view of the city and harbor, and we left Dr. Norris with a 
sincere wish that the new hospital may soon be a reality and 
give to the conscientious and hard-working surgeon a proper 
place in which to do his work. 

THE KINGSTON HOSPITAL. 

The principal hospital in Jamaica is situated at Kings- - 
ton. It is composed of a number of buildings which sur- 
round a large square with accommodations for about 356 
patients. In this large hospital there were only eight 
trained nurses. One of these (with one assistant) takes 
entire charge of a large ward; in one we counted thirty-five 
patients. We found this scarcity of nurses in all the island 
hospitals. It is of course impossible to give proper care to 
patients with so few nurses, but it was everywhere evident 
that the ward patients did not expect the care and attention 
which they receive in our city hospitals. The wards were 
clean, neat and well ventilated. 


THE SANTIAGO HOSPITAL. 


At Santiago the city hospital is built in one large one- 
story brick structure around a court, affording ample light 
and ventilation. Here we found a training school in charge 
of a trained nurse from our own country. Everything was 
scrupulously clean and orderly, the wards more nearly re- 
sembling those in our own hospital than any we had seen. 
The nurses in training are mostly natives ; the course is three 
years and according to their program of studies very thoro. 
The operating room was well lighted and fitted up with all 
the modern appliances. The hospital accommodates 300 
patients. 

THE HOSPITAL AT NASSAD. 


At Nassau we found a small hospital, called the New 
Providence Asylum, which is the only one on the island and 
answers the purposes of hospital, asylum and poorhouse. 
It is in charge of a young man, Dr. L. D. Parsons, who feels 
his responsibility keenly and is making great efforts to im- 
prove the institution in his charge. Here, as everywhere in 
the West Indies, the most difficult part of the work is ob- 
taining good nurses. We found a most capable English 
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nurse in charge but she told us that it was almost impossible 
to obtain nurses for training and seemed herself overworkt 
and almost discouraged. She was doing all the nursing for 
sixty patients with only three assistants in training and it 
seemed incredible that the patients could be as well cared 
for as they appeared to be by these four women. A visit 


to this institution would be a lesson to some of our nurses 


who consider the training in American hospitals too severe. 
It may be said in general of the West India hospitals that 
they do not equal our own in equipment and in systematic 
nursing. For the lack of proper equipment there can be no 
excuse as they are all with few exceptions government insti- 
tutions. 

The question of nursing is-a more difficult one. The 
young native women will not nurse if they can get any thing 
else to do, so a successful training school system seems out 
of the question. A sufficient number of trained nurses to 
give proper care to the patients with the help of the native 
girls is the imperative need of all the West India hospitals. 
A little money judiciously spent in salaries to competent 
nurses who could easily be found willing to undertake the 
work would solve this distressing problem. 


PERFORATING GASTRIC ULCER—OPERATION 
—RECOVERY. 


By J. A. BoDINE, M.D., NEw York City. 
Professor of Surgery in the New York Polyclinic. 


The patient, a woman of about 35, while out shopping 
and in apparently good health, was seized with sudden vio- 
lent pain in the, abdomen and fell to the floor in a faint. 
She was removed to her hotel in a cab. Examination was 
made (in consultation) four hours later. She had returned 
from a trip abroad the day before and had always prided 
herself on her perfect health and energy. 

Inquiry as to her digestive functions brought out the 
fact that she had not been able to drink coffee the past few 
years, and that occasionally a little gas was formed in the 
stomach, which was relieved by a pinch of soda. There had 
never been any pain, vomiting or other symptoms traceable 
to this organ. Her pulse was 110 and temperature 99 de- 
grees F. Her entire abdomen was rigid and sensitive to the 
touch; liver dullness present; tongue extremely dry, brown- 
coated and crackt ; the typical picture of “facies abdominalis” 
was present, 

Rupture of either the appendix, gall-bladder or stomach 
was the tentative diagnosis, and immediate exploration was 
advised. As there had been no history of appendicitis, and 
as it it seemed impossible for the appendix to rupture sud- 
denly without some warning, this diagnosis was lightly con- 
sidered. There had been no previous history implicating the 
gall-bladder, and, as in the case of the appendix, sudden, vio- 
lent rupture was thought to be impossible without previous 
incriminating symptoms. The presence of an extremely dry, 
septic tongue, together with the absence of any previous 
symptoms, seemed to point to a nerforating gastric ulcer. 

A compromise incision was made along the right linea 
semilunaris so as to cover the three organs under suspicion. 
Some turbid fluid escaped from the peritoneal cavity. The 
appendix was brought into the incision and found to be 
healthy. The pelvis was explored with reference to ectopic 
Tupture and the pelvic organs were found to be absolutely 
healthy. The incision was enlarged upward and the alk 
bladder found to be healthy. The pyloric end of the stomach 
was then drawn into the wound, and on the anterior surface, 


near the pylorus, a clean-cut perforating ulcer, the size of 
the end of a lead pencil was found. Some gastric juice was 
escaping, the stomach being empty at the time of perforation. 
An induration, possibly an inch in diameter, surrounded the 
opening. 

On account of the condition of shock present, fancy sur- 
gery was not attempted, the perforation being treated much 
as one in typhoid fever. The ulcer was inverted and buried 
beneath a few Lembert sutures. A convenient omental 
graft was lightly stitcht over the suture-line. The wound 
in the abdominal wall was closed, the gauze being brought 
out at the upper angle. ; 

The stomach was washt out with salt solution, to remove 
any contents present as well as to prevent any after-vomit- 
ing. 

Every two hours the patient was turned on her right 
side for a few moments and then again allowed to turn on 
her back. This was done to empty thru the pylorus any 
mucus and gastric juice that might accumulate in the stom- 
ach. 

Morphine was also used in the after-treatment as a 
“physiological splint.” 

Nutrition has been sustained with enemas and thirst 
allayed by rectal saline injections. 

Twelve days have elapst since the operation, the patient 
has been taking food by mouth for two days, and she is 
about well. 


THE TREATMENT OF FRACTURES AT THE ANGLE 
OF THE LOWER JAW. 


By Wo. FULLER, M.D., Cu1caco, ILL. 
Professor of Surgery in the Chicago Clinical School. 


I wish to call attention to a particular line of treat- 
ment of fractures involving the angle of the lower jaw. 
But before describing the treatment of the injury and 
detailing its application in two very interesting cases 
which it ‘was my privilege recently to see and treat, I 
wish first to say a word regarding the manner in which 
the writers of text-books have dealt with the subject. 
Nothing but disappointment awaits one who expects, 
by consulting them, to find any well defined plan by which 
the injury in question can be carried to a successful ter- 
mination. Some have treated the subject in a very meager 
way, others scarcely alluding to it at all, while a few 
dispose of it in a very brief manner, requiring only a para- 
graph or two for this purpose. Some authors enumerate the 
various mechanical devices, like the interdental splints and 
the head and face bandages, giving a description of but 
very few of them. 

I should like at this point to make it clear that the treat- 
ment presently to be described is particularly applicable to 
fractures of the angle of the jaw and behind the molar teeth ; 
fractures thru the body of the bone and of the symphisis be- 
ing omitted and not considered except as complications. 
This is done because the latter fractures are not difficult to 
manage like the former, many of them assuming and main- 
taining their proper position under the simplest bandaging. 

Scudder, in his work on Fractures, page 63, says that 
fractures of the ramus behind the molar teeth are difficult 
ones to correct, no dental splint being practicable, because 
there are no teeth on one side of the fracture to which a 
splint may be attacht. He recomends in fractures of both 
rami interdental splints, (without describing same) and in 
addition thereto a chin piece made of leather. Beck passes 
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hastily over the subject without classifying it, but empha- 
sizes one very important fact, and that is the great danger of 
secondary infection of the respiratory organs in the presence 
of oral suppuration. This one warning’ seems a danger 
signal quite sufficient to deter any surgeon from increasing 
the bone lesion or trauma by any operative procedure what- 
ever. In other words, it should suggest to him the great 
importance of quickly and effectively rendering the mouth as 
nearly aseptic as possible, and placing, by simple means, the 
broken bone fragments in their proper relation to each other. 

Tillmanns deprecates, as other authors have done, the 
wiring of the teeth as a means of immobilizing the broken 
bone fragments in this fracture. He dwells to some extent 
on the treatment, speaking not unfavorably of the inter- 


Dr. William Fuller, is a teacher and practitioner of note in the 
city of Chicago. He is Professor of Clinical Surgery in Dearborn Med- 
ical College, Adjunct Professor of Operative Surgery in. the College 
of Physicians and Surgeons, and Professor of Surgery in the Chicago 
Clinical School. He is a Missourian by birth, is 40 years of age and 
a graduate of Rush Medical College, 1887.—Editor. 


dental splint, and recommends the wiring of the bone pieces 
in intractable cases, 

It is a fact well known to all dentists that the strongest 
and best preserved teeth soon become loose and move to 
a markt degree when continuous traction is made upon 
them. Moreover, it is also known that the injury in ques- 
tion occurs in a large percentage of cases in people who de- 
vote little or no time to the care of the teeth or mouth. It 
should, then, not be forgotten that these are the people in 
whose mowths we find the most unwholesome conditions. 
Pyorrhea, in many cases well advanced, teeth loose and 
bleeding, together with a condition which follows injury to 
the soft tissues in the mouth, constituting a nidus from 
which the most serious infection may ensue. It seems just, 
therefore, to condemn the wiring of teeth in this condition as 


a mere makeshift, and the sooner it is discarded in the treat- 
ment of all fractures in the lower jaw, the better. 

Claude Martin designed a very ingenious splint, which is 
described by Tillmanns. It consists of two parts fastened to- 
gether by a hinge, one splint fitting over the lower teeth, 
and the other splint under the jaw. As can be readily un- 
derstood, this contrivance permitted the mouth to open and 
close at will, which is a degree of motion prejudicial to the 
union of bone in other localities, and is entirely unnecessary 
in the treatment of fractures of the mandible. 

Park advises the use of splints molded to the face and 
made of gutta percha, and held there by four-tailed or other 
bandages. He advises wiring the bone under some circum- 
stances, and says that fractures at the angle are not attended 
by much displacement. 

Sauer, a dentist, who has had much experience in the 
treatment of this fracture, used interdental splints made of 


| bronze wire, and secured them in position by wire loops passt 


between the teeth. 

Angle and Hammond have recommended and used simi- 
lar splints. 

Kingsley’s apparatus of vulcanized rubber has some 
points to commend it, but like Martin’s splint, it permits the 
opening of the mouth. 

Hamilton, in his work, cites a long list of splints and a 
great variety of bandages, and concludes his treatment of 
this injury in a rather doubtful attitude toward the methods 
then in vogue. He points out the imperfections of many 
devices, and adds that were he to use an interdental splint 
at all with a view of permitting mobility of the jaw during 
the process of union, it would be Kingsley’s. 

From the great array of splints and bandages, a few of 
which only I have mentioned, and the great number of 
methods invented for the management of this rather com- 
mon injury, one is forced to conclude that an ideal or even a 
satisfactory method yet remains to be described. Many of 
these splints are so crude and ungainly, that they, like many 
of the bandages, are worse than useless. 

The recent literature, or that part to which I have had 
access, contains nothing new or of value on that subject. 
Some of the reports, however, make interesting reading, 
from the facts that the methods described seem about as 
applicable to the fracture of other bones as to that of the 
lower jaw. The object, then, of this paper, is not alone to 
describe or outline a means by which accidents of this kind 
may be successfully managed, but to emphasize the needless 
and unwarranted operations, like wiring of the bones (the 
only exception being the absence of all the teeth). And oth- 
ers object to wiring. Thus, Senn (Pacific Medical Journal for 
1899, page 463) advises against wiring the bone in these 
fractures, because the mouth is always septic. Tellier (Lyon 
Medicale, February, 1903) gives us some interesting facts 


in relation to septicemias of bucco-dental origin. He divides | 


the subject into six varieties, and calls attention to the 
danger of setting up acute traumatic septicemia in operating 
in a mouth already septic. Hoffheimer (New York Medical 
Record) cites a case of generalized pyemia in a boy, follow- 
ing a fracture of the mandible in an attempt to extract a 
tooth. The boy recovered, with loss by necrosis of half the 
jaw, which was partially reformed by the periosteum. 


This is similar to a case seen by me in 1887. It was that 
of a boy of ten years who had a tooth extracted and evi- 
dently (tho not demonstrated) a fracture of the lower jaw. 
The swelling was so markt and the patient’s condition so 
serious that an exact diagnosis as regards the bone lesion 
could not be made. Several incisions were made about the pa- 
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tient’s head, the neck and the mouth, to provide for the es- 
cape of pus, but in no way did this modify or change the 
gravity of the case. As stated, the patient’s condition was 
alarming from the first, and he died on the tenth day of 
pyemia. 

It would seem, therefore, that the. first indication we 
meet, when dealing with a compound fracture of the lower 
jaw, is not furnisht by the bone injury at all, but by the con- 
dition and damage of the soft structures, and the infection 
which is always present. This is the important part of the 
case, and the only part demanding serious attention and 
immediate and energetic treatment. Just as we would insti- 
tute treatment to eliminate infection and sterilize other lo- 
calities, so we would here in this instance adopt the same 
measures. Liberal use should be made of antiseptic mouth 
washes, preferably hot solutions, and when ‘possibile, the 
dentist should make some effort to scale or clean the teeth. 
In fact, nothing should be omitted that will aid the placing 
of the mouth in the very best condition possible. Hot packs 
applied externally add much to the patient’s comfort, and aid 
materially in subduing the inflammation and reducing the 
swelling. 

This line of treatment should be persisted in for a few 
days, or until all that it will accomplish is noted, and dur- 
ing this time nothing but liquid food should be allowed. In 
the large majority of cases the improvement is very markt 
under the above treatment. The swelling of the soft tissues 
diminishes, the salivary secretion is not so profuse, the of- 
fensive breath is changed, and the only conspicuous feature 
of the case now is the deformity in the bone, which can be 
easily palpated and an accurate diagnosis made. 

The deformities in the fractures of the angle of 
the jaw are usually quite characteristic. They are not trans- 
verse, but nearly invariably oblique. The ramus will be 
found forward and the body of the bone downward and 
backward. If the preliminary treatment, as above described, 
be faithfully carried out for a few days, the character of the 
bone injury, as above stated, is much easier determined than 
otherwise. It should not be forgotten, however, that all de- 
grees of displacement will be noted, a fact easily explained 
when all factors concerned therein are considered. The 
action of the muscles in some individuals is much more 
markt than in others, and when taken in consideration with 
the exact situation and course of fracture, the influence ex- 
erted on broken bone fragments is quickly seen. 


One other important element which has to do with the 
deformity and displacement of broken bones, is the degree 
of violence and direction of the force that produced the frac- 
ture. Having made the diagnosis as regards the bone injury, 
the perfect replacement of the fragments, and so maintain- 
ing them until the process of union is complete, meets the 
second indication and ends the surgeon’s responsibility in 
these cases. The simplest, and at the same time the most 
effective way of doing this, is by the use, in my judgment, 
of an interdental splint made of vulcanized rubber. This 
splint served the purpose so well in two cases, giving so 
little trouble and such excellent results, that I desire at this 
point to describe its use in the first case. 

_ CASE—J. W. W., aged thirty, horseshoer by occupa- 
tion, was kickt while shoeing a horse, sustaining a triple 
fracture of the lower jaw. These fractures were located 
Tespectively at the angle of the jaw on the right side, in the 
body of the bone on the same side, and thru the symphysis. 
The one thru the angle of the jaw was a compound fracture, 
and presented the usual deformity. The fracture of the 
body of the bone was also quite characteristic, but the degree 


of displacement was less than in the former fracture. The 
symphysis fracture was simple and presented no deformity. 
It was almost impossible to replace the broken bone frag- 
ments in this case, especially in the feature of the angle of the 
jaw. The fracture thru the body of the bone was likewise 
hard to hold in place. The mouth was in a very bad state, 
bleeding occurred readily from the gingival borders, the 
breath was almost unbearable, and the mouth, of course, 
very septic. The treatment above described was faithfully 
tried here and no attempt made to deal with the bone part 
of the lesion. The clinical phase of the case under this 
treatment was soon altered and a means of dealing with the 
broken bone was considered. Many of the methods in use 
were tried, but none of them met the requirements and were 
discarded. Splints made of gutta percha, plaster of "aris, 
wood fiber and leather were molded to the face, and even 
the wiring of the teeth was tried, but none of these seemed 
of the slightest value. The numerous bandages were also 
tried, but they were of less account than the splints, and 
were likewise given up. Wiring of the bones seemed about 
the only procedure left which would meet the indications ; 
but it occurred to me to have a dentist make a further study 
of the case, with the idea of making some form of a splint 
which would hold not onlv the broken bones in their proper 
place, but would hold the mouth closed. Dr. G. W. 
Schwartz decided, after seeing the case, that such could be 
done, and he accordingly made a splint of vulcanized rubber, 
which filled the indications so completely and well and gave 
such excellent results, not alone in this case, but the second 
one, which I shall do no more than mention, that I prefer to 
give a description of the splint in the dentist’s own words: 

“An impression is taken of the upper jaw in wax or 
molding composition, and a model of the upper jaw secured. 
Then an impression of the lower jaw, and a model of the 
lower jaw obtained. [If it is possible to hold the fractured 
pieces in their normal relation, do so. If not, the model will 
have to be sewed at the points of fracture, and articulated 
to the normal occlusion of the unper model. With the model 
in this position, they are waxt together, covering the labial 
and lingual surfaces of the teeth. The case is then flaskt, 
packt, vulcanized and polisht.” 

To adjust the splint, it should first be placed in posi- 
tion against the upper teeth. Remove it, and fit it to the 
lower teeth. Then replace it on the upper teeth and holding 
it firmly, place the palm of the right hand under the broken 
jaw and carefully and slowly mold the broken bone frag- 
ments, with their teeth, into the under surface of the splint. 
This will seem at first, owing to the deformity and irregular- 
ity in the jaw, an impossible task ; but if the splint has been 
perfectly made, patience and careful manipulation will place 
the jaw in its proper place in the groove under the splint 
with a sensation closely resembling that imparted to the sur- 
geon’s hands in the reduction of a dislocation. When this 
is finally accomnlisht, the occlusion of the teeth will be 
found perfect and the contour of the jaw normal. 

The one remaining step of this procedure is the direction 
in which pressure or force must be made, in order to firmly, 
fix the splint in position and immobilize the fracture. I 
deem this a factor of great import, and in event of failure to 
carry it out, the fractured bones would soon show a redis- 
placement and the splint prove of little value. Traction 
should be made from the prominence of the chin in as nearly 
a vertical direction as possible. A bandage two feet long 
and an inch and a half wide is placed with its body directly 
behind the orbit on either side and tied firmly together over 
the frontal bone. These strips are made secure at this point 
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and prevented from slipping backward or forward by pinning 


them to a skull cap, which has been previously placed over | ° 


the patient’s ear and made fast by a draw string which 
passes thru the base of the cap and is tied just above the 
eyebrows and under the occiput. 


When the splint is well made and fixt in position as rec- 
ommended, it shows a slight tendency, like all splints, to 
work loose. This is a trivial matter, for its replacement is 
the work of but a moment, and in fact the patient, in some 
cases, after the first few days, can remove and replace the 
splint without the surgeon’s help. 


The most serious objection which has been made to this 
splint is the proper degree of cleanliness, which some have 
said could not be obtained. Such arguments may be ad- 
duced, and are justified only when the splint has been made 
without due regard for as high a degree of surgical cleanli- 
ness as is necessary for the prevention of infection and a 
prompt and uninterrupted repair of the bone. It should be 
remembered that in making this splint the part of the splint 
which separates the upper from the lower teeth should be 
very thin, and thru this particular part several openings 
should be made, which should communicate with like open- 
ings in the side of the splint. The device thus made secures, 
when in position, a close and nerfect occlusion of the teeth, 
satisfactorily drains the mouth, permits the patient to be 
liberally fed, and ably demonstrates the utility of this much 
neglected and simple method of dealing with lower jaw 
fractures. 


The second case was a similar one to the first, except the 
fracture thru the symphysis. The same line of treatment 
was followed and the splint made and introduced even sooner 
than the first case. A report from Dr. Wheeler, after the 
splint was removed, reads as follows: 


“The splint remained in position three weeks and one 
day, and since that time there has been no dressing whatever 
applied. The result has been very satisfactory indeed. The 
jaw is in perfect position, and while the teeth approxima- 
tion cannot be positively determined on account of the con- 
dition they are in, I am satisfied that it is perfect.” 


The Dental Cosmos for June, 1903, contains a descrip- 
tion of a splint which was made by Dr. Ottolengui, of New 
York, and to which this splint is similar; but his splint was 
intended for use in the correction of mandibular protusion. 
He reports, however, two fracture cases which were treated 
with this splint, and which were followed by good results. 


In a short summary of this subject I may emphasize a 
few of the more important points: 


CONCLUSIONS. 


Ist. When the teeth are present and the aid of a compe- 
tent dentist is to be had, the wiring of bone fragments in 
any but the most exceptional cases of lower jaw fracture 
is not only needless and unwarranted, but dangerous surgery. 

2nd. The splint will more accurately and firmly hold 
the fracture than any other device. 

3rd. It is unnecessary to extract a tooth or make other 
provision for feeding the patient, as any quantity of liquids 
can be taken with the splint in position. 

4th. It can, with very little trouble, be removed, 
cleaned and replaced, should occasion demand it, and as 
stated by Ottolengui, it is not, when in position, unattractive. 

5th. It is cheap, and can be made and used in all cases 


ABSCESS OF THE BRAIN—OPERATION—RECOVERY. 


By A.J. BRaDy, L.R.C.P. (IRELAND), SIDNEY, AUSTRALIA, 
Surgeon for the Ear, Nose and Throat at the Sidney Hospital. 


H. C., a young man of 19 years, was admitted to the 
Sydney Hospital May 30, 1903, with the history of middle 
ear suppuration of five weeks’ duration. 

When examinted that evening, on the operating table, 
the patient was in a semi-conscious condition ; he was moan- 
ing and crying out, particularly when disturbed by the ex- 
amination. The pulse was 52, and respiration 11 per minute, 
Temperature, 98.4°. The evidence of intra-cranial pressure 
was convincing, and the necessity of immediate operation 
undoubted. Under chloroform anesthesia the usual incision 
for the complete mastoid operation was made. The left mas- 
toid antrum was opened; it contained pus. With the gouge 
and hammer the opening in the bone was extended upwards, 
removing the superior wall of the bony meatus, and the teg- 
men of the attic and that of the antrum, thus exposing the 
brain in the floor of the middle temporal fossa, and in the 
immediate region of the source of infection. 

The needle of an exploring syringe, directed inwards 
and slightly backwards, gave exit to a syringeful of pus. 
The dura was therefore incised, and a sinus forceps intro- 
duced along side the needle. By opening the forceps the 
brain substance was pusht aside. Very fetid pus to the ex- 
tent of about an ounce escaped. The cavity of the abscess 
was cleaned out with several strips of gauze, and a rubber 
drainage tube was inserted. 

There was an improvement during the following few 
days. The patient became more rational, and noticed his 
surroundings. He was, however, restless, and complained 
of pain in the head. This pain in the head was a constant 
symptom for seventeen days after the operation, and ap- 
peared to cause much distress; it was accompanied by an 
abnormally low pulse-rate, 

On the third day after the operation I very cautiously 
used a curet, and removed a number of gangrenous looking 
sloughs from the abscess cavity, which appeared very large 
and uncontracted. Severe head pain came on an hour or so 
later, so severe to require morphine for its relief. Next 
day he was as usual. 

For a couple of weeks his condition appeared very 
critical. The continued slow pulse suggested intra-cranial 
pressure, altho the drainage of the abscess was perfect. His 
head pain, and his restless irritable condition, suggested 
meningitis. The normal temperature was against the latter. 

The blood count was as follows, specimen taken on 
table: Leucocytes, 18,000 per c.m.m.; on 5th day after opera- 
tion, 24,0000 c.m.m.; on the 16th day, 9,400 per c.m.m. 

Examination of eyes by Dr. Roland Pope, 5th day after 
operation showed: Left eye, optic disc very hyperemic, 
slightly swollen, and margins indistinct, surrounding re- 
tina edematous ; right very slightly affected on similar lines. 

Partial aphasia and word deafness continued for some 
time after the dangerous symptoms had disappeared. 

He has since quite recovered; but for a time he could 
not see distinctly. Dr. Pope, July 2nd, reported great im- 
provement in the state of the retina. 

REMARKS. 

The interestig feature of this case is the continuance of 
a slow pulse for about 17 days after the operation. For the 
first week it varied from 44 to 54 per minute; during the sec- ~ 
ond week, 52 to 60. After this it gradually rose till, during 
the fourth week, it was normal. The patient was now well, 


without much expense to either surgeon or patient. 


and all danger was passt. During the period of slow pulse 
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the abscess cavity was wide and patulous. There probably 
was a fairly large area of the brain affected by cerebritis, and 
this appears to have been the cause of the symptoms—pain, 
aphasia, slow pulse, etc. 

The case appears to show (1) that intra-cranial condi- 
tions, other than pressure, may cause a markt slowing of the 
pulse, and (2) that the latter svmptom persisting after the 
evacuation of a brain abscess is not always an indication of 
the necessity of further exploration. 


WHAT OF THE CAUSE AND CONTAGION 
OF ERYSIPELAS ? 


By Tuomas H. M.D., NEw YorK 


Professor of Surgery in the New York School of Clinical 
Medicine. 


A considerable experience in the treatment of trauma- 
tisms of widely diverse characters, following various phases 
of infection, inflammatory changes, suppuration and gan- 
grene, has long since convinced me that tho many writers still 
follow in the beaten tracks of establisht custom and label 
many of these as “erysipelas,” or local expression of that mal- 
ady, they bear no relation whatever to true erysipelas; and 
that a broad distinction should be emphasized between erysip- 
elas proper and those numerous local inflammations consecu- 
tive to wound infection, or arising de novo as phlegmon of 
any type whatever as furuncle, carbuncle or felon. 

The so-called “erysipelatous inflammations” are no 
doubt dependent upon infection by the streptococcus ; but true 
erysipelas is a constitutional disease,an exanthem usually run- 
ning thru various definite stages which like variola, measles 
or scarlet fever, generally tending towards recovery, but like 
the above-named maladies may be accompanied or followed 
by various complications. It is always a fickle, treacherous 
affection. While streptococcus infections (i. e., carbuncle, 
deep “phlegmonous inflammations,” “erysipelatous” inflam- 
mation of wounds, etc.) are surgical diseases, I am induced 
to believe that this malady rather belongs to the domain of 
internal medicine than surgery. It seems at times to be 
more or less contagious, but that a healthy wound is infected 
by one suffering from genuine erysipelas is extremely doubt- 
ful; no such instance has ever come under my observation 
now, after nearly thirty years in medicine, and having seen 
several hundred cases of the disease. 

Causation—The exact etiology of erysipelas yet re- 
mains very obscure; season, sex, age and systematic condi- 
tions all pay a role. Fehleisen, in 1881, believed he had iso- 
lated the specific germ of the disease. But in spite of ex- 
tensive bacteriological investigation on this subject, there is 
no unanimity of common accord or. opinion on it yet ; on the 
contrary very much confusion and contradiction are still ob- 
vious in the very latest works of our most eminent inves- 
tigators. 

In former times the disease was regarded as depending 
on defective hepatic action, or intestinal fermentation, im- 
poverishment or impurities in the blood, disturbarice 
in the nervous system, inheritance, etc. Now in order to 

support the germ-theory, the causes must be proven as all ex- 
traneous, which can only operate thru open wounds. This 
view is utterly untenable unless we confess to constantly and 
unconsciously traumatising our bodies in order to provide 
atria” for the specific micro-organism. But of this phase of 
the subject, more further on. 

What do we understand by erysipelas? 

The ancients confounded erythema, eczema and a host 
of other cutaneous affections under this head, but for the 


past century or more its essential features have only been 
embraced in the definition of the term. Nevertheless there 
is by no means yet a common consensus of opinion as regards 
its etiology or pathology. It was thought well in this con- 
nection to briefly quote the definition of the malady as set 
— by a few of our best known authorities, to-wit, as fol- 
ows: 

Campbell De Morgan: There is no doubt now but 
erysipelas begins in the blood and manifests itself in altered 
local conditions with a general febrile reaction. 

Abernethy: It is the state of the constitution which de- 
termines the character of the local disease. I'll be hanged 
if erysipelas is not always the result of a local and disordered 
state of the digestive organs. 

Fergusson: Erysipelas is a treacherous, uncertain mal- 
ady. It bears a close relation to the ordinary type of severe 
inflammation. 

Billroth: I freely admit my inability to prove that 
erysipelas is a specific poison. It may delevop in the body 


.from substances which have no relation to extrinsic influ- 


ences, 

Volkmann: A local disturbance dependent on the influ- 
ence of a special poison. 

Hektoen: Erysipelas is due to a wound infection, 
caused by the inoculation of the specific streptococcus ery- 
sipelatis. 

Senn: Erysipelas is always traumatic and dependent 
on the specific streptococcus, 

Nothnagel: The disease is due to the introduction of 
the well-known organism (the streptococcus) into the skin, 
or mucous membrane. 

Grunewald: Erysipelas begins preferably in some in- 
significant abrasion of the surface and is probably propagated 
more by fission fungi already in the body than by freshly im- 
ported germs. 

Some of us who have seen considerable of this disease 
were impresst with a belief that pathological conditions of 
the system were a factor in the etiology of this malady. Let 
us see how far we are in accord with our more modern au- 
thorities on this point ; and how far the doctrine of Fehleisen 
is supported ; that only one specific coccus, introduced thru 
a wound can produce the disease. 

Delafield and Prudden deny any specific properties to 
Fehleisen’s microbe, and say: “The most common excitant 
cause of erysipelas is the streptococcus pyogenes; this was 
thought by Fehleisen to have a definite relationship to the 
disease, but it is now proven identical with the ordinary 
streptococcus.” —(Handbook of Pathology p. 185.) 

In the Courier de Medicine for September, 1902, we find 
the following: Marmorek claims that all pathogenic strepto- 
cocci are identical. He bases his claim on three common 
characteristics that he has found present in all the bacteria 
taken from forty-two diseases. These peculiarities were: 
The production in vivo of heyolsis in rabbit’s blood, the in- 
ability to grow upon a filtrate of their own cultures, and the 
immunization of animals by Marmorek’s anti-streptococcic 
serum. The immense amount of labor in trying to separate 
different species of streptococci is, therefore, wasted, and 
clinicians will be compelled to find some other excuse why 
the anti-streptococcic serum does not cure.” 

Fehleisen: Erysipelas is now indisputably proven to 
be due to the streptococcus erysipelatis. 

Crocker: Erysipelas may be produced by either th 
streptococcus or the staphylococcus ; pus organisms are the 
fons et origo malt, 
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Warren: It is a specific disease dependent on trauma 
and a specific streptococcus. 

Hajek: Erysipelas may be produced by any of the 
pyogenic organisms. 

Cornil, Babe and Sternberg: The morphology, growth 
and action of the streptococcus of erysipelas and suppuration 
are indistinguishable. 

Weichselbaum: The streptococcus-erysipelatis cannot 
be discovered, either morphologically nor by cultures from 
the streptococcus of suppuration. 

Unna: Erysipelas is one of the acute dermatoses. 

Osler: Erysipelas is a widespread affection, endemic 
in most instances and at certain seasons of the year. We are 
as yet ignorant of the atmospheric or telluric influences 
which favor its diffusion. The specific agent in the disease 
is the streptococcus. 

Watson Cheyne: A contagious disease characterized 
by a peculiar spreading inflammation on the skin or mucous 
membrane. Its cause may be local or general. 

Rosenbauch: Erysipelas is a special inflammation of 
the skin, oceurring with a complication of trauma. 

In the etiology of the malady we note the most remark- 
ably divergent views. For example, we find Senn asserting 
that “An infection-atrium there must be for the entrance 
of the specific germ the streptococcus pyogenes (sometimes 
called the streptococcus of Fehleisen) for there is no such 
thing as spontaneous or idiopathic erysipelas.” While an 
equally eminent authority, as we have seen, Osler, “The dis- 
ease is endemic,” moreover as we see there is widespread di- 
vergence of opinion on the question of a specific streptococ- 
cus; such well-known pathologists as Eiselberg, Bonnome, 
Bordini, Passet and Simon deny specific organism. Jordan 
found that he could artificially produce erysipelas in a rab- 
bit’s ear, not only with any of the streptocuccus, but with the 
staphylococcus, the pneumo-coccus and the bacterium coli. 

Widal, the eminent Parisian physician, gives by all odds 
the most comprehensive and rational presentation of the role 
of the specific microbe of erysipelas. This, he says, is a 
typical streptococcus malady, as pneumonia is a type of mal- 
ady resulting from the pneumo-coccus. But while he con- 
fesses that the micro-organism is theactive agent in the patho- 
logical changes, something more is necessary to establish the 
malady. He observes: “The streptococcus parasite always 
presents a universal identity; it is the common saprophyte 
of the cutaneous surface, and above all, one of the natural 
cavities ; like the staphylococcus, the pneumo coccus, the 
colon-bacillus, it may at any time assert its virulence ; it may 
penetrate more or less deeply and determine local or general 
disorder. It is the primitive infective agent in erysipelas, in 
puerperal fever, in traumatic septicemia ; in localized lesions 
as pleurisy and in many purulent conditions.” Finally, he 
notes: “The deadly virulence of this mite is observed when 
lethal systematic changes stir it into action, as a secondary in- 
fective agent ; in grave typhoid, in scarlet fever, in measles, 
often leading to a mortal issue; sometimes its action being so 
apparent as to mask the veritable pathologic agent; hence 
why some authors regard it as the microbe of grip and scar- 
let fever; in the course of several chronic maladies, 
cachectic or diathetic, the streptococcus acts as a secondary 
agent ; it kills in cardiac and Bright’s disease; in diabetes by 
suppuration and in cancer by penetrating the neoplasm.” 

From the foregoing sweeping indictment of the chain- 
coccus its ubiquity (and innocence, in conditions of health) 
and its ravages when the soil is prepared for its attack, we 
are certainly forced to the conclusion that in genuine erysipe- 
las, it constitutes but an incident of the disease. 


Inoculation experiments with the streptococcus so far 
only prove that a local infection may be induced with more 
or less septic constitutional disturbances, very much like 
what results from vaccination, tho usually more severe. But 
I am unable to find a single instance on record, by any re- 
liable authority, of streptococcus inoculation in the human 
being producing typical erysipelas, with its distinctive am- 
bulent features its spread limited to the integument and sub- 
cutaneous areolar tissues and running thru fairly regular 
definite stages. No, the synthetic article, at best, is but a 
mongrel, abortive imitation. 

Is erysipelas contagious—communicable from one in- 
dividual to another, in the sense that various of the febrile 
exanthemata certainly are? 

This might seem a preposterous question in these times 
of swift quarantine or sequestration of cases by the authori- 
ties. But boards of health in some instances of late have been 
only too prone to base their tenets too exclusively on bac- 
teriology rather than more definite and rational lights of 
clinical medicine. 

Stellwagon makes the unsupported assertion that “the 
disease is both infectious and contagious to a markt degree 
at times.” Graves held to the doctrine of contagion; but 
the cases he cited to support his views rather pointed to a 
type of infectious gangrene and not erysipelas. 

Emile Boix, while he held to the contagion of the mal- 
ady as the cause, observes that “the condition,” however, is 
the sine que non of all infection; the temperament is indis- 
pensable, for often after a long sojourn of many cases of 
erysipelas in a ward with others, who have herpes, ulcers or 
wounds none are affected. 

Von Ziemsen observes: “The disease is an acute in- 
fection ; the contagiousness of it is not great.” 

Blodget, of all modern writers, goes to absurd extremes, 
an unequivocal, victim of the germ-mania. According to 
him: “The contagion is the simple, inevitable and indispen- 
sable cause of the disease; it is always necessary that there 
should be a door for the disease.” Now, an endemic disease 
is not contagious, and as “contagion” is a disease acquired 
only thru the respiratory or digestive canal, why an atrium, 
or even a little door? Thousands and tens of thousands 
knock, puncture or lacerate themselves daily, oblivious of 
erysipelatous infection ; and among the large number of cases 
investigated by myself, since the “trauma” theory came into 
vogue, in no single instance has the patient been conscious of 
any description of injury; nor indeed, could I ever find the 
trace of a wound even with the aid of a magnifying lens. 

Some allege that erysipelas may spread from an indi- 
vidual in any stage of the disease to the healthy, nay, that it 
may seize on chronic sores or surgical wounds from one 
the subject to the malady. If this proposition could be es- 
tablisht on irrefutable grounds, then the greatest possible 
precaution should be observed in isolating every case, that a 
household escape the contagion, that inmates of a large insti- 
tution may not be stricken down, and in hospitals, that sur- 
gical wounds may not become the seat of erysipelatous infec- 
tion. 

But I do not from my experience believe it to be so dan- 
gerous. If there are those who have proof of it let them 
come forward and demonstrate their cause. 


An Enormous Appendix. 

In a recent operation for acute appendicitis in a patient of 
Drs. Williams and Duggan, of Jerseyville, Ill.,. Lanphear of St. 
Louis, removed an appendix which measured nine inches in 
length and four and one-half in circumference at point of great- 
est distention. Strange to say, there were absolutely no adhe- 
sions around the abscess. : 
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TEN CASES OF PERINEAL PROSTATECTOMY. 


By H.L. MAITLAND, M.B., C.M., SIDNEY, AUSTRALIA. 
Honorary Surgeon to the Sidney Hospital. 


In a paper entitled “Perineal Prostatectomy,” with a 
series of five cases, which appeared in the Australasian Medi- 
cal Gazette of July, 1903, I expresst the opinion that the 
perineal was the route of choice in the operation of enuclea- 
tion; that it was safer and more in accordance with rational 
surgical technic than the suprapubic route. After an ex- 
perience of both routes I gave as reasons for my preference 
of the perineal route: 

1st. That it is the most direct route anatomically. 

and. That drainage is more satisfactory. 

3rd. That much injury to the bladder is avoided. 

4th. That there is less danger of sepsis. 

5th. That there is less shock. 

6th That the convalescence is shortened 

7th. That the prostatic urethra (the roof) can be better 
preserved. 

8th. That there is less hemorrhage, and it is better 
under control. 

_ The operation that I described in that paper is the one 
that has been followed as well in this second series of cases. 
In three of the first reported five, the result left nothing to 
be desired. 

In case No VI, (the first of this series) the operation 
was followed by a perineal fistula, but that is a great im- 
provement on his condition before operation, because he is 
free from pain and is able to do his work, which he could 
not do before. Case X died, but when his age (79) is con- 
sidered, and the condition he was in (retention for five 
weeks, a silver instrument being passt once a day by a mid- 
wife), the result is not to be wondered at. It was neces- 
sary that the man should have bladder drainage, and I feel 
sure that he would have died if only a suprapubic cystotomy 


had been done. 
REPORT OF CASES. 

CASE VI.—Patient, 68 years of age, had suffered for 
ten years. There was nocturnal frequency (11 or 12 
times) accompanied by pains; about 10 ounces of purulent 
alkaline urine. At the operation it was found that the pros- 
tate was a tough adenoma; was removed in several pieces ; 
protracted convalescence. A perineal fistula remained, but 
he is free from pain, and can work; and the fistula is closing. 

CASE VII.—This patient, also 68 years old, during a 
period of five years had had several attacks of retention; 
suprapubic drainage 6 months previously by another sur- 
geon; but frequency and pain at micturition persisted. Upon 
perineal section the prostate was found a soft adenomatous 
one, and was removed in two pieces ; was about size of small 
orange. He had an attack of orchitis three weeks after 
operation; but has had complete relief since operation; no 
frequency and no pains. 

CASE VIII.—A seventy year old man had prostatic 
symptoms for ten years with retention on three occasions ; 
was tapt suprapubically four months ago by another sur- 
geon; frequency and pain. The prostate was about size 
of a walnut ; was easily shelled out in two halves. He urin- 
ated on the fourth day ; was up and about on the fourteenth ; 
has not had any trouble since the operation ; no frequency ; 
no pain. 

CASE IX.—Man of 68, prostatic for twelve years ; com- 
plained of nocturnal frequency, accompanied by pain; puru- 
lent alkaline urine ; accustomed to self catheterisation. The 
prostate was a large and soft adenomatous one, and was re- 


moved in several pieces. There was some incontinency for 
one month after the operation; bladder was daily irrigated ; 
urine became normal in about six weeks after operation. 
He now has only some slight frequency at night two or 
three times. 


suffered for fifteen years. There had been complete reten- 
tion for five weeks ; very offensive alkaline urine; had been 
for six weeks daily catheterised by a midwife. At operation 
the prostate was a very large one, but was easily removed. 
The patient died from uremia on the seventh day after opera- 
tion. 


THE CORRECTION OF RETRODISPLACEMENTS 
OF THE UTERUS.* 


By CHARLES W. Oviatt, M.D., OSHKOSH, WIs. 
Surgeon-in-Chief to St. Mary’s Hospital. 


At the outset it may be said to be generally admitted by 
all modern authorities that the uterus, bladder and rectum 
have their physiologic range of motion, and must remain sus- 


This being true, there can be no fixt axis of the uterus while 
it retains its normal relation to the other pelvic organs. 
Simultaneously with retrodeviation beyond the normal limit 
of motion there is a descent of the organ toward the pelvic 
outlet, with a change of its relation to surrrounding viscera, 
as well as corresponding changes in its blood supply and 
drainage of its secretions. With pre-existing or subsequent 
pelvic inflammation, the uterus and adnexa become fixt in 
malposition. 

It is perhaps the most generally accepted opinion that 
labor and abortion are the chief etiological factors in the pro- 
duction of retrodisplacements. While we know that damage 
to the integrity of the pelvic floor with an infected and heavy 
uterus frequently acts as a cause, we know equally well that 
it does not always do so. We encounter at the examining 
table cases of extensive lacerations with heavy, subinvoluted 
uteri, in which the axis of the organ is normal. On the 
other hand, we find cases of extreme retrodeviation in young 
girls and unmarried women in whom the uterus may be al- 
most infantile in type, perhaps fixt by adhesions. A study 
of the clinical history of many of these cases will show tubal 
and pelvic inflammation to have existed. Congenital re- 
trodisplacement is extremely rare. 

The consensus of opinion of those who have had the 
richest experience seems to be that simple, uncomplicated 
retrodisplacements rarely give rise to disturbing symptoms ; 
and when such are present they are caused, in large part at 
least, by other pathological conditions. No treatment, there- 
fore, should be suggested until a careful examination reveals 
the relation between the possible causes of the symptoms 
and the retrodisplacement. To this end, general anesthesia 
for examination may be necessary. Nothing should be over- 
lookt or taken for granted. : 

We should not be content when we find distended and 
adherent tubes or a prolapst and tender ovary, but should 
explore the rectum for hemorrhoids or fissure, which, as we 
all know, may give rise to symptoms closely simulating those 
derived from pathologic conditions within the pelvis. 

In the few uncomplicated cases (implying a uterus mov- 
able and free from inflammation) but in which the retrodis- 


*Abstract of paper read at the Thirteenth Annual Meeting of 
the Western Surgical and Gynecological Association, held at 


Denver, Dec. 28-29, 1903. 


CASE X.—This patient was 79 years of age and had - 


ceptible of that motion to perform their functions normally. © 
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placement gives rise to discomfort either psychic or real the 
use of a well-fitting pessary in connection, if necessary, with 
pelvic massage and postural treatment, may be all that is 
required. 

‘With the advances made by modern, aggressive sur- 
gery, the use of the pessary was all but abandoned; there 
seems to be of late, however, a wave of sentiment back to- 
ward its more frequent employment, which possibly will in- 
crease as we learn to differentiate our cases more carefully. 
After the selection of the proper case for its use, the most 
serious objection to it is the time required to accomplish a 
permanent result. Its use implies a patient having the. leis- 
ure and means which will enable her to be “tied to a doc- 
tor’s office” for months or years. The same condition oc- 
curring in a woman who is obliged to work, standing on her 
feet many hours each day, demands something different, as 
she cannot afford the protracted treatment of her more 
fortunate sister. In her case measures must be employed 
which will restore to her in the least possible time the abil- 
ity to work comfortably. This, of course, means an opera- 
tion. 

Many operations have been advised, the great number 
being the strongest evidence of their shortcomings. The 
chief source of failure and disappointment that has attended 
these operations has probably come from the belief that it 
was the position of the uterus per se that gave rise to symp- 
toms demanding treatment, instead of the coincident pelvic 
lesions that accompany it. Dysmenorrhea is not an infre- 
quent accompaniment, but is rarely caused by it, and is, 
therefore, almost never relieved by the correction of the dis- 
placement, either by mechanical treatment or operation. 
When this is the chief symptom complained of, it is wise to 
be guarded in promising relief. 


OPERATIONS. 


The organ has been attackt from above and from below ; 
its natural ligaments shortened and new ones made with 
the central idea of correcting its abnormal axis. With the 
clearer understanding of pelvic pathology in connection with 
these cases, I think we may safely look for better results 
in the cases we operate on, and in our choice of a method one 
will be selected that enables us to deal with all possible 
complications. 

Of the many operations devised, the ventrosuspension 
of Kelly and Olshausen and the extraperitoneal shortening 
of the round ligaments after the Alexander-Adams method, 
or some modification of the same, are still the operations in 
most common use. The vaginal methods of Duhrssen, 
Mackenrodt and others have not found especial favor on 
this side of the Atlantic. That ventrosuspension still serves 
a useful purpose is evidenced by the fact that it is advocated 
by some of the ablest members of the profession. In doing 
it, one is enabled to deal with all intrapelvic complications, 
and it is probably chiefly for this reason that it has held its 
own against the extraperitoneal methods, notwithstanding 
the fact that it drags a pelvic organ into the abdomen and 
— a source of potential danger that is recognized by 

The Alexander-Adams operation is applicable only to 
cases in which the uterus is freely movable and free from 
pelvic complications. In other words, its application is con- 
fined largely to cases where it is least needed and where it 
can be of the least benefit. 

The same argument, I think, obtains, altho perhaps 
to a less degree, to operations done for this condition thru 
the vagina. The advocates of this route insist that they are 


able to deal as thoroly with any possible complications 
found within the pelvis, as thru a suprapubic opening. This 
position, I feel quite sure, will never be accepted by the 
majority of operators. The slight advantage claimed for 
the vaginal route can hardly offset its palpable disadvant- 
ages. While ready to grant that the majority of cases 
may be successfully operated on by some method thru the 
vagina, it is certainly true that with tubal infection which 
has created a mass of matted adhesions (involving, perhaps, 
intestines, or the vermiform appendix) better, cleaner and 
safer work can be done from above 

The majority of cases requires the careful use of the 
curet as a preliminary step, as endometritis is a common 
complication. If the cervix is lacerated and hypertrophic, 
it should be repaired or amputated. Lesions of the pelvic 
floor should, of course, be repaired. Whatever the operation 
selected, it should permit of thoro intra-pelvic work, and 
should be one that restores the normal axis of the uterus, 
at the same time leaving it free to adapt itself to its normal 
range of motion. 

The operation I am about to describe meets these re- 
quirements. It is devised by Dr. George H. Noble of At- 
lanta, and brought out by him in a paper entitled “Intramural 
Extraperitoneal Anchorage of the Round Ligament for Pos- 
terior Displacement of the Uterus,” and thus described: 


“(1.) A transverse incision is made thru the skin, fas- 
cia, fat and aponeurosis down to the recti muscles. This 
incision, in the ordinary subject, should be about 114 inches 
above the pubis, and extend laterally to the outer border 
of the recti. The recti are separated vertically in the median 
line and the peritoneum opened in the same direction. The 
pelvis is investigated, proper attention given to the local 
pathological conditions, and the uterus raised. (2.) A 
pair of light compression forceps with teeth in the end 
(Senn’s) is passt thru the abdominal opening, and made 
to grasp one of the round ligaments about the middle of its 
intraperitoneal portion. By traction on the forceps the 
uterus is pulled somewhat to the side of the pelvis which is 
opposite the ligament held, the peritoneum is drawn away 
from the region of the internal abdominal ring, and the 
ligament made taut so that it may be the more readily 
recognized in the extraperitoneal manipulations to follow. 
(3.) Now just beyond the outer edge of the rectus, at 
the end of the transverse incision, the point of a pair of 
artery forceps is thrust thru the posterior sheath of the mus- 
cles, but does not enter the abdomen. The forceps is opened 
and withdrawn, so that an aperture large enough to admit 
the index finger is left. The finger is introduced thru this 
opening in the preperitoneal fat, and feels the round ligament 
without difficulty, for it is brought into prominence by ten- 
sion on the forceps which holds its uterine end. (4.) The 
finger, passt thru the opening just described, is hookt yn- 
der the extraperitoneal portion of the ligament from below 
upward, and draws it up into the wound. The sheath of the 
ligament is then split open by blunt dissection. The sheath 


and the peritoneum are stript back in the direction of the 


uterus, completely divesting the ligament of its covering. 
It is then drawn out of the wound, and forceps slipt under- 
neath retain it until the opposite ligament is raised and de- 
nuded in the same way. If the uterus has been in a state 
of markt retroversion, the ligaments will have become s0 
attenuated as to allow their approximation in the median 
line in front of the recti, which approximation will restore 
the uterus to its normal position. (5.)- When it has been 
determined that the ligaments are long enough to meet in 
the median line they are each left loopt over forceps, while 
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the peritoneum of the median incision and the recti muscles} Journal of American Surgery and Gynecology 
are closed with continuous kangaroo or catgut sutures. 

——EDITED BY—— 


(6.) The ligaments are next approximated in front of the 
recti and tied together. (7). Now, beginning in one angle 
of the transverse incision, the cut edges of the aponeurosis 
are stitcht together with a continuous kangaroo suture. 
When one or two loops of the suture have been passt, the 
needle, in crossing the interval between the two edges, is 
made to pass thru the ligament. It is well also to pick up 
a little of the muscle on each side of the ligament in order 
to provide against dead spaces. This process is continued 
as each successive loop is passt until the center of the in- 
cision is reacht, when the free end of the suture is clampt 
and left long. Starting in the other angle of the transverse 
incision (but looping in a contrary direction, so that when 
the two sutures meet their free ends may be on opposite 
sides of the wound), a second strand of kangaroo unites the 
edges of the aponeurosis on that side and picks up the round 
ligament and adjacent portions of the muscles as before. 
The kangaroo tendons are tied together, and the ligaments 
are thus embedded and firmly anchored between the 
aponeurosis and muscles. (8.) The structures in front of 
the.aponeurosis are closed in the usual manner.” 

The advantages of the operation may be stated as fol- 
lows: 

There is but one incision and thru it any pelvic compli- 
cation may be treated. 

The operation utilizes the strongest part of the round 
ligament instead of its distal end. The normal mobility of 
the uterus is not disturbed, and it is left in the pelvis where 
it belongs. 

It causes no vesical irritation or dysuria if the ligaments 
are not embedded too low down, and no dragging if they 
are not brought thru too high up. 

The anchorage is superior in permanency to all peri- 
toneal attachments ; the uterine portion of the ligament will 
not stretch away. 

There are no sutures in fundus to irritate the uterus. 

The fixation is extraperitoneal; no irritated point in- 
vites subsequent adhesions to abdominal viscera. 

The peritoneal investment of the ligament is not drawn 
into the abdominal walls, producing funnel-shaped de- 
pressions and inviting hernia. 


It does not interfere with the physiological development 
of the uterus during pregnancy. 

During the last year I have made this operation 23 
times. In all but 3 there were intrapelvic or other complica- 
tions. In 10 the appendix vermiformis was removed, either 
because of a history of definite recurring attacks of appen- 
dicitis, or because from its appearance-it was deemed wise 
to remove it. In one case a broad ligament cyst was re- 
moved, and in several appendages were taken out. These 
are mentioned merely to show that there is no difficulty in 
doing any necessary intrapelvic work thru the transverse 
incision and separation of the recti muscles; likewise they 
show that vaginal incision could not have proven curative. 
In all the cases local office treatment by means of tampons or 
pessaries had been resorted to without relief. Most of the 
cases were in women who are obliged to work, and who 
preferred to undergo an operation rather than submit to fur- 
ther treatment. The three uncomplicated cases were markt 
neurasthenics with dysmenorrhea. While the displacement 
temains corrected, there has yet been no improvement in 
the dysmenorrhea, and litfle or none in their general condi- 
tion. There were no deaths or serious complications follow- 
ing these operations. 


EMORY LANPHEAR, M.D., Ph.D., LL.D. 
Chief Surgeon of the Woman’s ae cca, of the State of Missouri 
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EDITORIAL NOTES. 


Doctors to the Front. 


The confirmation of Dr. Leonard Wood as a General in the 
United States Army is an appropriate acknowledgment of the 
marvellous good this distinguisht surgeon did in the management 
of affairs in Cuba, as well as a tribute to his excellent field work 
in the Philippines. A good deal of jealousy exists in the army 
because of Dr. Wood’s rapid “advancement;” but if some of the 
growlers had shown more of merit and less of envy, they might 
not now be outrankt by one whom they term “an inexperienced 
civilian.” Just why he deserved such swift promotion is thus 
explained by a Boston physician: “I will speak of an instance 
in direct proof of what I mean when I say that his successes are 
mainly due to his magnificent courage, his determination to do 
what he believes to be right, even in the face of certain punish- 
ment. In 1884, then a recent graduate from the Harvard Medical 
School, he was an interne at one of the Boston hospitals, at 
which the recent graduate is required by rule to send for the 
visiting surgeon in all cases requiring immediate operation, and 
is himself forbidden to do the work. One day an infant was 
brought in, suffering from membranous croup. The case was so 
far advanced that any delay would almost certainly result in 
death for the little one. Dr. Wood did not hesitate a moment. 
He instantly made a tracheotomy, carefully, fearlessly, promptly, 
and successfully. Five minutes later, and while both mother 
and patient were still in the operating room, the surgeon, who 
should have had the case according to rule, walkt in. The young 
physician explained, but would not apologize, as he was askt 
to. He said that he had done right, and he was not going to 
tell any man he was sorry for it. The result was that he was 
first suspended and then dismisst. And I call that courage.” 


Premier Jameson. 


Another instance of the success of pluck, courage and stick- 
to-ativeness when coupled with an abundance of good gray mat- 
ter, is the elevation to the Premiership of Cape Colony of Dr. 
Jameson, the leader of the famous raid into the Transvaal. Once 
more, by a turn of the wheel of fortune, he occupies a command- 
ing position upon the world’s stage. The career of this extra- 
ordinary man can be compared only with that of the heroes of 
romance. In turn he has been a successful colonial surgeon, the 
conqueror of a savage country, a colonial administrator, the 
leader of a troop of raiders, a felon condemned to death by the 
Boers, sentenced to imprisonment by his own countrymen, a vig- 
orous member of parliament, and now at last a prime minister. 
His disposition is particularly amiable, and not even his oppon- 
ents deny his honesty and ability. The fact that he has survived 
the hideous blunder of the raid speaks volumes. Like many 
others who have made their mark in the history of the English- 
speaking race, he is a Scot. 


Tri-State Medical Society. 

The Tri-State Medical Society of Iowa, Illinois and Missouri 
will meet in the city of St. Louis June 15, 16 and 17 at the 
Louisiana Building, Vandeventer avenue and Morgan street. The 
preliminary program is as follows: . 

SURGICAL SECTION. 
Oration on Surgery—Dr. Arthur Dean Bevan, Chicago, Ill. 
Cesarian Section—Dr. T. J. Maxwell, Keokuk, Ia. 


Notes on Urethrotomy—Dr, G. Frank Lydston, Chicago, Ill. 
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Surgery of the Prostate—Dr. J. B. Murphy, Chicago, II. 

Surgery of the Kidney—Dr. F. Reder, St. Louis, Mo. 

Operative Treatment of Nephritis—Dr. Franklin H. Martin, Chi- 
cago, Ill. 

Report of a Case of Posterior Pudendal Hernia—Dr. J. F. Tainter, 
St. Charles, Mo. 

Treatment of Mastoiditis by the General Practitioner—Dr. Henry 
Jurgens, Edina, Mo. 

Clinical Experience in the Surgery of Carcinoma of the Cecum— 
Dr. G. Wiley Broome, St. Louis, Mo. 

Appendicitis: When Is an Operation Indicated?—Dr. F. B. Der- 
sey, Keokuk, Ia. 

The Management of Graver Forms of Appendicitis—Dr. D. W. 
Basham, Wichita, Kan. 

Breast Tumors of Young and Old Women—Dr. Spitzley, Detroit. 

Synchronous Intra- and Extra-Uterine Pregnancy—Dr. D. C. 
Brockman, Ottumwa, Ia. 

Experimental Research on Retrodeviation of the Uterus—Dr. 
Emil Ries, Chicago, Ill. 

Trans-Pleural Laparotomy—Dr. W. E. Schroeder, Chicago, IIl. 

Surgical Report of Some Stomach Cases—Dr. John C. Oliver, 
Cincinnati, Ohio. 

Plastic Surgery—Dr. C. E. Ruth, Keokuk, Ia. 

Massage: A Distinct Surgical Adjunct—Dr. J. T. White, Free- 
port, Ill. 

The Rise of Anatomy and Surgery; With Lantern Slide Demon- 
stration—Dr. James Moores Ball, St. Louis, Mo. 

Glioma of the Retina; With Lantern Slide Demonstration—Dr. 
W. E. Fischer, St. Louis, Mo. 

Cases of Kidney Surgery—Dr. J. W. Smith, St. Louis, Mo. 


MEDICAL SECTION. 


Oration on Medicine—Dr. R. B. Preble, Chicago, Il. 

The Female Breast: Its Anatomy and Its Functions Independent 
of Lactation—Dr. Thomas Manley, New York, N. Y. 

The Differential Diagnosis Between Syphilitic Pseudo-Membran- 

ous Angina and Diphtheritic Angina—Dr. R. R. Campbell, 
Chicago, Ill. 

Syphilitic Gummata as Seen by the General Practitioner—Dr. B. 
S. Pennington, Mediapolis, Ia. 

The Chronological Sequence of Symptoms and Their Ensemble 
as a Factor of Diagnosis in Cutaneous Syphilis—Dr. E. A. 
Fischkin, Chicago, 

Malformations Thru Inheritance—Dr. J. Laughlin, Ledyard, Ia. 

Some Cases of Feigned Eruption: Demonstration with Lantern 
Slides—Dr. Heidingsfeld, Cincinnati, Ohio. 

Pathologic Considerations Relative to the Bile Passages; With 
Lantern Slide Demonstration—Dr. Horace W. Whitacre, Cin- 
cinnati, Ohio. 

Atonic Dilatation of the Stomach—Dr. Fenton B. Turck, Chicago. 

Ocular Lesions in Scarlatina—Dr. E. O. Sisson, Keokuk, Ia. 

Tuberculosis and its Treatment: Some New Ideas; With Re- 
port of a Case Treated and Cured—Dr. J. E. Hainline, Chi- 
cago, Ill. 

Radio-Activity—Dr. J. C. Sullivan, Cairo, Il. 

The Uses of the Lesser Nervines—Dr. W. F. Waugh, Chicago, II. 

Sanitation and Hygiene of Life—Dr. George P. Neal, Fort Madi- 
son, Ia. 

Report of Cases—Dr. Charles J. Orr, St. Louis, Mo. : 
June is the ideal time for meeting in St. Louis. The weather will 
be delightful. The great Exposition will be in full swing. “The 
Pike” will be in its most dazzling phase—fresh with all the 
ethnological (as well as pathological) attractions of the four 
quarters of the globe—and each costing about four quarters to 
see. The sessions will be held from 8:30 a. m. to 1 p. m., leaving 
afternoons for the Fair and evenings for The Pike. Hence, the 
meeting ought to be a record-breaker in point of attendance. 


Jewish Doctors in Russia. 


An editorial note in the Medical Age calls attention to the 
fact that, press reports from St. Petersburg show that a great 
percentage of Jews have been sent to the front, including most 
of the Jewish doctors of that city. Of the 180 medical men who 
left last month for the seat of war, 110 were Jews! The authori- 
ties claim that the presence of Jews in Russia at the present 
time is undesirable. It is also claimed that much influence was 
brought to bear by non-Jewish physicians to get rid of their 
rivals in this way. Jewish physicians sent to the front receive 
only 900 roubles, whereas Christians get 1,250 roubles. It is hard 
to understand that such feelings can exist in the profession of a 
country presumably civilized— as Russia is supposed to be. The 
Russian Jews have always had a hard time of it, but now the 


burden is made doubly heavy by the war in the East, which jg 
made an excuse for getting rid of them. But retribution wij 
come; and speedily. 


Praise from Germany. 


That American surgery is the best in the world has often 
been claimed. It is not so frequently admitted by Europeans, 
However, Prof. Johannes von Mikulicz seems to have been 
strongly impresst by our work. Recently, lecturing at Breslay 
University on his recent trip to the United States, he said he 
found more fruitful ideas among the American surgeons than 
among the French and English. He added: “The time is pagt 
when we were the givers and the Americans the receivers. The 
American character has for its fundamental feature unlimited 
self-confidence. The American believes he can do anything that 
is wanted, and he wishes to see America regarded as the most 
pre-eminent land in the world. And he is likely, soon, to haye 
his ideals realized.” 


Boasting and Homeopathy. 

Medical Visitor, of Chicago,—one of the strongest advocates 
of the homeopathy of Dr. Samuel Hahnemann—has an editorial] 
in its March issue which contains more than a “decimal attenua- 
tion” of truth. Thus: “A recent number of Progress contains 
a flowery and very readable article on ‘The Beauties of Homeo- 
pathy.’ Among other lovely things, the writer says: ‘I love 
homeopathy; there is so much that is beautiful in it that it ap. 
peals to my intelligence in the most persuasive manner, and | 
cannot refrain from expressing the opinion that I believe it to 
be the only system of medicine based upon a scientific law.’ Far 
be it from our intentions to thwart the course of true love, but to 
a disinterested observer the line of argument in this case would 
seem a trifle foggy. To love a theory hardly proves that theory . 
scientific. The arguments of a sweet girl graduate would hardly 
be accepted by a hard-headed, skeptical medical profession. What 
the doctor needs in his business is not rhapsodies, but results, 
Is it not just possible, also, that this pleasant habit of throwing 
bouquets at one’s self and one’s belief, which so often shows itself 
in homeopathic publications, is partly responsible for the in 
credulity and indifference of the profession at large? It is hu 
man nature to distrust a boaster. 


Homeopathic Satire. 


Speaking of homeopathic sarcasm, reminds me that Dr. Frank 
Kraft writes some very entertaining “stuff” (as the reports call 
it) for The American Physician. A beautiful example is the 
following: “One of our American exchanges, a college journal, 
refers lovingly to an item in the London Homeopathic World to 
the effect that South Africa offers splendid openings for home 
opathic practitioners, the Dutch being especially favorable to 
homeopathy, yet Durban, Johannesburg and other cities have 
none. Now look out for the appearance of this little news item 
in the Me Too homeopathic college journals, when they are shy 
of copy, or are not engaged in hyperbolating their special college 
or hospital or dispensary; or in recounting the recent American 
Institute glories when Never was Boston more Beautiful. Watch 
for it, also, as it crops out in the commercially conducted home- 
opathic college announcements, preacher-written, moth-bitten 
faculty addresses delivered in church edifices, and in their other 
literature, proving that there is lots and lots of room for all the 
homeopathic graduates of this and other colleges for many, many 
years to come. Oh, by all means, send a few thousand of our 
most recent homeopathic (?) graduates to South Africa, or to any 
other old sea-port town or community. It will make the Field 
of the Cloth of Gold all the better picking for the rest, residue 
and remainder of us ex-country and slab-town doctors, some with, 
but most without, operative technic, serum-therapy, combination 
tablets, microscopes and old-school text-books. Send all the 
young men and women of the last five years from homeopathic 
colleges to South Africa. Certainly. It won’t matter down there 
whether they are of the inferiorly educated class, of Horner’s sug 
gestion, or any other. It won’t make any difference in Africa. 
All they know down there is how to sharpshoot a man off his 
horse incredible distances away; how to lead a proud and boast- 
ful nation into cunningly contrived ambushes, strike them with 
pallid terror, and almost wipe them off the face of the earth. 
The people of that benighted, sub-equatorial, bewhiskered coul- 
try, which produced old Cronje, and Bothe, and Christian DeWet, 
and a few more of the same kind of Cincinnati (all and singulat 
of whom couldn’t ‘practice’ in one of our proud states, because 
they had never acquired fine manners, linen trousers, tabas? 
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sauce and a handful of gold lace and academic titles in a crack 
military school; who had never, in truth, seen the inside of any 
school but ‘the little red brick during the winter months)—these 
people don’t know much.” 


MINOR NOTES. 


Consistency and Wilcox.—The American Practitioner and 
News, of Louisville, carries a prominent notice that “not a word 
of advertisement has been printed or publisht in the 32 pages of 
text, nor will there be.” Yet the issue of March 15, 1904, contains 
eight pages of the most glaring advertisement of ovoferrin, writ- 
ten by Reynold W. Wilcox, M.D., LL.D., of New York, who, since 
the death of Dr. I. N. Love, is the most “persistent pusher of pro- 
prietary preparations” the Western continent knows. Brothers 
Samuel and Willmoth should eliminate the yellow stripes from 
their moss-agate eye-glasses. 


Consumption of Alcohol.—How much do doctors drink? Dur- 
ing the year 1903 there was drunk in America alcoholic beverages 
to the amount of $1,451,633,379—a most startling increase over 
any previous year. That represents the sum of $18.15 for every 
man, woman and child in the United States—a statement almost 
incredible. 


American Medical Editors’ Association—The annual meet- 
ing of this Association will be held in the parlors of the Hotel 


- Dennis, Atlantic City, N. J., at 2 p. m. June 6. A most inter- 


esting program has been prepared and many instructive papers 
upon medical journalism and allied subjects will be presented. 
All medical editors are most cordially invited to attend. 


Oregon State Board of Health.—This active and useful body 
has issued a very valuable little “bulletin” on “Prevention and 
Cure of Consumption.” A copy may be obtained by addressing 
the secretary, Dr. Woods Hutchinson, of Portland. The eloquent 
and accomplisht teacher and surgeon, “Andy” C. Smith, of Port- 
land, is president of the board. 


Mayfield Sanitarium.—The great Mayfield Sanitarium, of St. 
Louis, has just been incorporated with a capital of $200,000. A 
thirty-room addition (each room with a private bath) has just 
been completed. 


A Wanderer Returned.—After floating down the Illinois river 
to its mouth and the Mississippi to Baton Rouge, the celebrated 
Dr. W. F. Waugh, editor of the Alkaloidal Clinic, has left his 
house-boat and returned to the city of the lake. One of these 
days he is going to have the name of the lake changed from 


~ “Lake Michigan” to “Lake Chicago.” He hasn’t said so, yet 


(chiefly because he hasn’t thought of it), but when he does he 
will have it done, for he always gets what he wants in this world. 
From his house-boat trip he wanted health and happiness; he 
got both. 


Bernays in Japan.—Dr. A. C. Bernays, of St. Louis, is taking 
a long-needed vacation from his arduous surgical work. He is 
spending two months in the Japanese Islands. 


Doctors’ Incomes.—After a very thoro investigation, Leslie’s 
Monthly has ascertained that there are approximately 200,000 
physicians practising in the United States. This represents one 
doctor to every 350 people. And the average income is $750 a 
year! If one deducts the enormous receipts of some of the 
great specialists of the cities, the income of some of the others 
must indeed be pitiably small. As it now requires four years’ 
time and expenditure of more than $4,000 to obtain the medical 
degree, the inducements to study medicine are not of the most 
brilliant kind. 


Rockefeller and Johns Hopkins.—John D. Rockefeller has 
given to the Johns Hopkins University the sum of $500,000 for 
the use of the Hospital, and the amount has been accepted by 
the board of trustees of that institution. 


Anesthetic Responsibility—Stone, in Colorado Medical Jour- 
nal, says: “In many cases, more skill is required to give the 
anesthetic than to do the operation.” And that is no “idle fig- 
ment of the imagination,” either. : 


Professor Bull Resigned.—Dr. William T. Bull, of New York, 
has resigned the chair of surgery in the College of Physicians 
and Surgeons. 


Professor Faure in America.—Dr. J. L. Faure, the eminent 
French surgeon and chief of the major-surgical department in the 
Cochin and Trousseau hospitals at Paris, has been the guest of 
Dr. John G. Clark, professor of gynecology in the University of 
Pennsylvania. Dr. Clark gave a dinner in his honor, and those 
present were Drs. William W. Keen, J. William White, John H. 
Musser, Alfred Stengel, Robert Le Conte, Hobart A. Hare, B. C. 
Hirst and Charles H. Frazier. Dr. Faure and Dr. Howard Kelly 
of Johns Hopkins University were also guests at a reception 
given at the Woman’s Hospital. In a brief address, Dr. Faure 
paid a glowing tribute to the proficiency of women physicians in 
America, and deplored the fact that no such opportunity for the 
study of medicine and surgery by women exists in France. 


The American Neurological Association—This society has 
fixt the time of its meeting at St. Louis for September 15, 16 
and 17, and this will be immediately followed by the sessions of 
the various medical departments of the Congress of Arts and 
Science, beginning September 19. 


Professor Craigin.—It is announced that Dr. Edwin B. Craigin 
is to be Professor of Gynecology in Columbia University, New 
York City—an excellent selection. 


American Medical Association.—The railroads have announc- 
ed a one-fare, round-trip rate for the meeting of the American 
Medical Association at Atlantic City June 7 to 10. But in spite of 
this the attendance from beyond the Mississippi will be extremely 
small. The society should meet in St. Louis or Chicago in 1905. 


Military Surgeons.—The meeting of the Military Surgeons’ 
Association of the United States is to be held in the beautiful 
Hall of International Congresses of the great Louisiana Purchase 
Exposition, St. Louis, this summer. 


Antivivisectionist Fined.—Friends of decency and of medical 
progress everywhere will rejoice that one crank at least has re- 
ceived his just deserts in a decision recently handed down by 
Chief Justice, Queen’s Bench, London, imposing a fine of $10,000 
upon the secretary of the Antivivisectionist Society, Mr. Stephen 
Coleridge, for slanderous statements which he had circulated 
about a distinguisht physiologists, Professor Bayliss, of Univer- 
sity College. : 


A Millionaire Doctor.—It is whispered that my good friend, 
Dr. W. C. Abbott, of Chicago, of alkaloidal fame, is now well be- 
yond the million mark in his financial resources. Hard work, 
with ability, wins in Chicago as well as elsewhere. 


Teddy Can’t Complain—The Critique, of Denver, says: 
President Roosevelt will, no doubt, feel a just sense of sorrow 
at the death of Mrs. Mary Gillespie, which occurred at the Den- 
ver county hospital, Monday, April 4, 1904. She was eighty-six 
years of age at the time of her death and during her eventful 
career had given birth to fifteen pairs of twins, being the mother 
— children. She deserves a crown of glory if anyone ever 
did. 


LITERARY NOTES. 


A New Editor. 

Dr. Clarence Edward Skinner, of New Haven, Conn., has be- 
come editor of the Archives of Electrology and Radiology. This 
journal is devoted to a very important department of advanced 
therapeutics and will no doubt be even more interesting under 
the new management than heretofore. 


Martin on Obstipation. 

A neat little book of 160 pages has been issued by the Phil- 
adelphia Medical Publishing Co., entitled “Obstipation,” by Thos. 
Charles Martin, M.D., Ph.D., Professor of Proctology in the Cleve- 
land College of Physicians and Surgeons. Its sub-title announces 
it to be “a practical monograph on the disorders and diseases of 
the rectal valves.” Joe Mathews says the rectal valve is a myth 
—“they exist only in the author’s mind’s eye.” Martin says it 
not only exists, but causes all sorts of neurasthenia and things. 
The first he proves by pictures; the second by operation. If you 
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believe Mathews, get the book and be convinced that you are— 
either right or wrong. If you believe Martin, get the book and 
practice what he preaches. Any way, get the book and read it— 
your patients will be better for it. 


Dr. Ball’s Book. 

Advance proofs of the new work of Dr. James Moores Ball, 
of St. Louis, on diseases of the eye, show that it will be the most 
complete and satisfactory one-volume treatise on ophthalmology 
ever issued in the English language. 


Change in the Mirror. 

The single remarkably interesting number of the Medical 
Mirror under the direction of Dr. William Porter, of St. Louis, led 
to the hope that the journal would continue under his splendid 
editorship. This was not to be, however. The April issue comes 
with the name of Dr. N. Newnham Davis of somewhere-in-Eng- 
land as editor. 


A Mammoth Journal. 

The Alkaloidal Clinic enjoys the distinction of being the 
largest medical journal in the world. Indeed, few of the great 
monthly magazines, like Scribner’s, exceed it in size. The May 
issue contains 86 pages of advertisements and 110 of reading mat- 
ter. It is doubtful, too, if the Medical Brief—with all its boast- 
ing—has as large a circulation as the Clinic. Verily, Drs. Abbott 
and Waugh have done wonders. 


Journalistic Cowardice. 

Did you ever notice that the International Journal of Surgery 
never mentions American Surgery and Gynecology, its most ac- 
tive competitor? Another instance of journalistic cowardice is 
noticeable in the editorial notes of the current number of Medical 
Age. A note begins: “In one of the current magazines is the be- 
ginning of a new serial by Dr. S. Weir Mitchell, entitled ‘The 
Youth of Washington Told in the Form of an Autobiography.’ ” 
Why couldn’t the Age have said Scribner’s just as well? Such 
slips are damnable. 


Journalistic Amenities. 

Medical World is after the Medical Brief with a sharp stick 
because it is printing contributions from some very eminent men 
(at $20 an article, by the way), which it mixes up with recom- 
mendations to use certain remedies of proprietary character. 
And then Brother Taylor proceeds to call the Brief “a patent 
medicine almanac;” and incidentally gives Antikamnia a knock. 
Why? Is the vast improvement in the Brief of late hurting the 
World? And did friend Ruf “turn down” the World on an adver- 
tising contract? But, really, it does seem as if Dr. Taylor is 
genuinely in earnest in fighting the Brief, which has for years 
been regarded as an unfair competitor in the journalistic field. 


The Gentle Art of Pleasing. 

John A. Cone has written a most commendable little book 
entitled “The Man Who Pleases and the Woman Who Charms,” 
the motto of which is “Look out lovingly upon the world and the 
world will look lovingly in upon you.” It is a study in psychology 
—not the scientific psychology of the medical school, but the 
every-day psychology learned in the University of the World. 
Every doctor may profit by reading it at his leisure if he has 
any; if not, by reading it anyhow. And his wife will be bene- 
fitted also by its perusal, if he has any; if not, he should get one 
at the earliest possible moment. As to the female doctors (“doc- 
tresses” is too pedantic, but isn’t it better than “female doctor,” 
or that other abomination, “woman doctor,” as one must infer 
some ladies engaged in the practice of medicine call themselves 
—else why: “The Woman’s Medical Journal?”) they will be 
both interested and profited. It is publisht by Hinds & Noble, 
31-35 West Fifteenth street, New York, at 75 cents. 


Jacobson’s Operative Surgery. 

The second volume of this master-work is fully equal in every 
way to the first, which was so favorably commented upon some 
months ago. It is of particular interest to the gynecologist, since 
it contains the description of operations on the abdomen (hernia, 
colotomy, intestines, kidney, stomach, spleen, etc.), as well as 
the pelvic organs, perineum and anus. It is copiously illustrated 
with 550 engravings. Publisht by P. Blakiston’s Son & Co., 1012 
Walnut street, Philadelphia. 


Pryor’s Gynecology. 

A book which cannot fail to interest every reader of the 
Journal is a “Text-Book of Gynecology,” by William R. Pryor, mM, 
D., Professor of Gynecology in the New York Polyclinic. It igs 
well written, highly instructive and far in advance of most text- 
books. The illustrations, of which there are 163, are superb— 
nearly all photo-engravings and two-color work, the highest type 
of twentieth century pictures. The only serious criticism to offer 
is the brevity of some parts. In the second edition—which wil] 
undoubtedly be soon demanded by an admiring circle of pro- 
fessional friends—Pryor will do well to increase the volume from 
its present 380 pages to twice that size, dilating upon some of the 
more important topics. He can thus readily make it a leader in 
his department of surgery. It is publisht by D. Appleton & Co,, 
of New York. 


Recent Reprints. 

Among reprints recently received, the following deserve men- 
tion: Obstruction of the Bowels; by H. C. Dalton, M.D., St, 
Louis.—A Case of Stab-Wound of the Liver; by the same author, 
—A Successful Case of Choiecyst-Enterostomy with the Murphy 
Button; by the same author.—Stenosis of the Lacrymosal Duct; 
by Dr. J. C. Buckwalter, St. Louis, Mo.—Clinical Observations on 
the Surgery of the Gall-Bladder; by Dr. Albert J. Ochsner, Chi- 
cago, Ill—Abortion; by Dr. A. D. Wilkinson, Lincoln, Neb.—The 
Roentgen Rays; by Dr. Carl Beck, New York City. 


New Publications. 


W. B. Saunders & Co., of Philadelphia, announce the early 
issuance of the following books: .In the Series of “Nothnagel’s 
Practice of Medicine’”—Tuberculosis and Acute General Miliary 
Tuberculosis; by Dr. G. Cornet, of Berlin. Edited, with addi- 
tions, by Walter B. James, M.D., of the College of Physicians and 
Surgeons, New York. Handsome octavo of 806 pages. Cloth, 
$5 net; half Morocco, $6 net.—Diseases of the Intestines and 
Peritoneum; by Dr. Hermann Nothnagel, of Vienna. Edited, 
with additions, by Humphrey D. Rolleston, M.D., F.R.C.P., of St. 
George’s Hospital, London. Octavo volume of 1,032 pages, con- 
taining 20 insert plates. Cloth, $5 net; half Morocco, $6 net.— 
Epilepsy and Its Treatment; by Wm. P. Spratling, M.D., Medical 
Superintendent of the Craig Colny for Epileptics at Sonyea, N. Y. 
Octavo volume of 528 pages, illustrated.—A Text-Book of Pathol- 
ogy; by Joseph McFarland, M.D., of the Medico-Chirurgical Col- 
lege, Philadelphia. Octavo volume of about 800 pages, beautifully 
illustrated, including a number in colors.—The Vermiform Appen- 
dix and Its Diseases; by Howard A. Kelly, M.D., of the Johns 
Hopkins University, Baltimore, Md. Handsome octavo of about 
800 pages, superbly illustrated with over 400 entirely original 
illustrations, including several lithographic plates.—Clinical Diag- 
nosis; by L. Napoleon Boston, M.D., Medico-Chirurgical College, 
Philadelphia. Octavo volume of 525 pages, containing 200 illus- 
trations, including 25 colored plates.—A Hand-Book of Surgery; 
by Frederic R. Griffith, M.D., of New York. 12mo. of about 450 
pages, with 300 illustrations. Bound in flexible leather.—Diseases 
of the Liver; by Humphrey D. Rolleston, M.D., F.R.C.P., of St. 
George’s Hospital, London. Octavo volume of about 1,000 pages, 
beautifully illustrated, including a number of colored plates—A 
Text-Book of Legal Medicine; by Frank Winthrop Draper, A.M., 
M.D., of Harvard University Medical School, Boston, Mass. Hand- 
some octavo of nearly 600 pages, fully illustrated—A Text-Book 
of Materia Medica: Including Laboratory Exercises in the His- 
tologic and Chemic Examination of Drugs; by Robert A. Hatch- 
er, Ph.G., M.D., of Cornell University Medical School, New York 
City; and Torald Sollmann, of the Western Reserve University, 
Cleveland, O. 12mo. volume of about 300 pages. Bound in flexi- 
ble leather.—Examination of the Urine; by G. A. de Santos Saxe, 
Pathologist to Columbus Hospital, New York City. 12mo. volume 
of about 300 pages, fully illustrated. Bound in flexible leather.— 
A Text-Book of Operative Surgery: Covering the Surgical An- 
atomy and Operative Technic Involved in the Operations of Gen- 
eral Surgery; by Warren Stone Bickham, M.D., of the College of 
Physicians and Surgeons, New York City. Second edition, re- 
vised. Octavo volume of about 1,000 pages, with 559 beautiful 
illustrations, nearly all original. Cloth, $6 net; sheep or half 
Morocco, $7 net.—The Practical Application of the Roentgen Rays 
in Therapeutics and Diagnosis; by William Allen Pusey, A.M., 
M.D., of the University of Illinois; and Eugene W. Caldwell, B.S., 
of the Edward N. Gibbs Memorial X-Ray Laboratory of the Uni- 
versity and Bellevue Hospital Medical College, New York City. 
Second edition, revised and enlarged. Octavo volume of about 
625 pages, with nearly 200 illustrations, some in colors.—A Text- 
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Book of Mechano-Therapy (Massage and Medical Gymnastics; by 
Axel V. Grafstrom, B.Sc., M.D., late of City Hospital, Blackwell’s 
Island, New York. Second edition, greatly enlarged and entirely 
reset. 22mo. of 200 pages, fully illustrated——Materia Medica for 
Nurses; by Emily A. N. Stoney, Superintendent of the Training 
School for Nurses ac Carney Hospital, South Boston. Second edi- 
tion, theroly revised and enlarged. 12mo. volume of 325 pages.— 
Obstetric and Gynecologic Nursing; by Edward P. Davis, A.M., 
MD., of the Jefferson Medical College, Philadelphia. Second edi- 
tion, revised and enlarged. 12mo. of 400 pages, fully illustrated. 
Bound in buckram. Of these, the books of Kelly, Bickham and 
Pusey should especially interest readers of this journal. 


SURGICAL NOTES. 


Gastric Ulcer and Cancer. 


Prebably the largest clinical experience of any American 
operator in this particular field of surgery is that of Dr. W. J. 
Mayo, of Rochester, Minn. From a careful analysis of his work 
he has reacht the conclusion that chronic ulcer of the duodenum 
should be classt with gastric ulcer. In 39 cases which have 
come under his care at the operating table, 32 were in males. 
Of the combined series of gastric ulcer and duodenal ulcers oc- 
curring in his experience, 12 per cent were duodenal and 88 per 
cent gastric. Welch found in 793 autopsies that chronic gastric 
ulcer occurred in women in 60 per cent of cases and in men in 
40 per eent, which is similar to Mayo’s experience in over 300 
operated cases. Can cancer of the stomach be cured by opera- 
tion? Murphy collected 189 cases operated upon by seven dif- 
ferent surgeons, and the deaths as result of operation were 26, 
or 15 per cent; and the patients surviving the three-year limit 
were 17, or about 8 per cent. Can the diagnosis be made in 
time by medical means? Mayo answers positively, No; in the 
vast majority of cases exploratory incision is the only means by 
which a definite diagnosis can be made. The presence of a 
tumor in the pyloric region does not contraindicate operation; 
it may, in fact, be a beneficent check producing timely stenosis 
at the pylorus. The laboratory diagnosis of cancer of the stom- 
ach has little importance during the operable period, because the 
disease is so° slight as to interfere little with the secretions. 
Mikuliez has shown that with cancer at the pylorus the entire 
lesser curvature must be removed, whereas Cuneo has demon- 
started that the glands which drain the greater curvature are 
near the pylorus and that the lymph current is from left to right, 
showing that excision of the pylorus with the lesser curvature 
may be done without sacrificing the greater curvature and the 
fundus. His conclusions are that cancer of the stomach can be 
cured without excessive mortality only when exploratory opera- 
tion is undertaker early; palliative treatment is but a prolonga- 
tion of a hopeless existence. 


Penetrating Wounds of Abdomen. 
A series of 16 cases of penetrating wounds of the abdomen 


' leads Dr. M. L. Harris, Professor of Surgery in the Chicago Poli- 


clinie, to conclude that: (1) In penetrating wounds of the 
abdomen there are absolutely no known symptoms which indi- 
cate injury to any of the viscera, except those of the urinary 


_ tract, stomach, and occasionally the lower bowel; (2) except 


those relating to shock, all symptoms following such wounds 
indicate either internal hemorrhage or peritonitis; (3) to wait for 
symptoms of perforation of the intestines means to wait until 
peritonitis has developt; (4) every bullet or stab wound which 
penetrates the abdominal cavity should be operated upon at the 
earliest possible moment in order to anticipate peritonitis; (5) 
no time should be wasted in attempting to demonstrate the pres- 
ence or absence of intestinal perforation by rectal insufflation of 
gases er the analysis of recollected intraperitoneally injected air 
or liquids; (6) it is essential to systematically examine the en- 
tire gastrointestinal canal regardless of the point of entrance of 
the wounding body; (7) when the alimentary canal has been per- 
forated suitable drains should be placed either thru the operative 
incisiom or counter-incision as may appear best suited to the par- 
ticular ease. The paper may be found in Annals of Surgery for 
Mareh, 1904. : 


The Appendix and Typhoid Perforations. 
In Journal of American Medical Association, April 16, 1904, 
Dr. kL. J. Hammond expresses the opinion that our greatest possi- 
bilities m lowering the mortality from perforation in typhoid 


fever lie in removal of predisposing conditions. Beside the 5 
per cent arising from the appendix alone, there is a large num- 
ber occurring in the ileum and ascending colon that can be di- 
rectly traced to pre-existing disease of the appendix. He reports 
cases demonstrating this, the tension from adhesions causing 
rents in the ulcerated patches. Typhoid is sure to light up the 
old inflammation. Therefore, when the earliest symptoms in 
typhoid are pain to the right of the hypogastric region, with ten- 
derness, nausea or vomiting, aching in the loin, anorexia, and 
rigidity of the right rectus muscle, this should be suspected, 
knowing that the right iliac fossa is not tender until] the seventh 
or eighth day in uncomplicated typhoid. Immediate laparotomy 
seems the only wise course, removing the appendix and freeing 
agglutinated coils of intestine. © 


Roentgen-Ray for Pruritus Ani. 


Excellent results have been obtained in the treatment of 
pruritus ani by Dr. J. R. Pennington, of Chicago. He was led 
to try the x-ray upon pruritus ani by reason of the power which 
it exhibited of stimulating and increasing the activity and vital- 
ity of healthy, normal tissue-cells, and of destroying pathologic 
cells, as shown by the histological studies of Gilchrist and Kibbie, 
Oudin, Barthelemy, Darier, and others. Thirteen cases are re- 
ported, six of which were ordinary instances of the disease, three 
were unusually obstinate or severe, and in four the condition fol- 
lowed operative removal of hemorrhoids In all but one both sub- 
jective and objective symptoms of the condition were entirely 
removed by x-ray applications and have remained so to date, 
and that one was greatly benefited and is still improving under 
treatment. The patients had no other treatment in connection 
with the x-ray, and as they had failed to respond to ordinary 
measures before it was applied, the credit for the happy results 
can very justly be attributed to the use of this agent. 


Radical Cure of Hernia. 


In 50 cases, Dr. John O’Conner, of Buenos Ayres, has had 
the most gratifying results from the following operation: The 
incision, isolation, and removal of the sac is after the usual man- 
ner; conjoined tendon and Gimbernat’s ligament are exposed, 
and with left index finger in canal as a guide, four “strong” fish- 
ing-gut sutures are passt from within outward, one-third inch 
apart, thru the projecting ledge of Gimbernat and external 
oblique, the ends of sutures being retained outside the external 
oblique. The free ends are threaded on a hernia needle with 
an opposite curve and are carried upward from within outward 
thru the conjoined tendon. The ends of these sutures are sim- 
ilarly ‘retained outside the sheath of the tendon. A straight Rev- 
erdin needle is entered thru each suture hole in the tendon, passt 
across beneath aponeurosis and emerges at corresponding suture 
hole in external oblique, the end of this part of suture is caught 
in needle or forceps, drawn across and out thru suture hole in 
conjoined tendon; thus both ends of each suture emerge from 
the same aperture in tendon, excepting the fourth or lowest su- 
ture, which is only partially submuscular in that it crosses in 
front of the external ring. These sutures are tied with sufficient 
force so as to approximate the tendon and the ligament of Gim- 
bernat. The ends of sutures are snipt off and the knots retreat 
into the substance of the tendon and each little stitch aperture 
in the sheath of latter is closed by a fine catgut suture. 


Treatment of Burns. 


Concerning the management of burns, New England Medical 
Monthly gives the following rules: (1) Never use a dry dress- 
ing. (2) Never forcibly remove the skin or deeper tissues; pre- 
vent their removal if possible. Keep the wound free from pus 
with a liquid antiseptic, and nature will remove the dead tissue 
‘by healthy granulations beneath. The skin is a protection. (3) 
‘Never use any oils or salves. If these are used pus will form. 
(4) Never change dressings too frequently. A perfectly anti- 
septic liquid dressing will keep the wound clean and odorless; 
hence change is not necessary. The earlier a burn is dresst after 
receipt of the injury, the better for the comfort of the patient, 


‘but it can be treated at any stage with equal success. After 


months of faulty treatment, the pus has been seen to disappear 
in four or five days after the application of pure carbolic acid 
followed instantly by pure alcohol, and the use of a moist, car- 


‘bolic pack; a healthy granulation appearing, the sore soon heal- 


ing perfectly and leaving no scar. If the patient has been in 
good health previously, constitutional treatment is seldom needed 
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—no stimulants, no cathartics, no sedatives, after the first hypo- 
dermic to allay the sensory nerve irritation. Antiseptic dressing 
prevents further constitutional disturbance. 


Substitute for Rubber Gloves. 


Medical Mirror announces that Dr. John B. Murphy of Chi- 
cago has discovered a new substitute for rubber gloves. He 
says in a recent article: “I have ascertained that a 4, 6 or 8 
per cent solution of gutta percha in benzine fulfills all of these 
requirements, while a similar solution in acetone also meets most 
of the requirements. In my clinical experience in the last four 
months, I have found that the 4 per cent solution of rubber in 
benzine is the most serviceable for the hands, as it wears better 
on the tips of the fingers under handling of instruments, sponges 
and tissues than the acetone solution. For the abdomen the 
acetone solution has the advantage, as it dries in from three to 
four seconds after its application, while the benzine solution 
takes from two to three and a half minutes to dry to a firm coat- 
ing. The acetone coating when dry is only slightly adhesive, 
while the benzine coating is sticky. The method of application 
to the hands and forearms is that of simple washing as with 
alcohol, care being taken to fill in around and beneath the nails. 
The hands must then be kept exposed to.the air with the fingers 
separated until thoroly dry. They may then be washt in alcohol, 
bichloride or any of the antiseptic solutions without interfering 
with the coating or affecting the skin. It wears off on the tips 
of the fingers if the operations be many or prolonged, when an- 
other application may be made between operations; on the re- 
maining portion of the hands one application is sufficient for a 
whole morning’s work. My routine method of hand preparation 
is as follows: First, five to seven minutes’ washing with spirits 
of green soap (5 per cent) and running hot water; second, three 
minutes’ washing with alcohol; third, after thoroly drying I pour 
on the rubber solution after the method above stated, allowing 
it to dry without rubbing, after the surface is thoroly covered. 
The coating is so thin it can only be recognized by its glazed ap- 
pearance. The coating will resist soap and water washing to 
cleanse the hands between operations. It is removed by wash- 
ing in benzine.” 


Lateral Curvature of the Spine. 

Discussing the subject of “Forcible Correction of Lateral 
Curvature of the Spine,” Dr. Robert W. Lovett, of Harvard Medi- 
cal College, claims that the best chances of improvement in se- 
vere cases of scoliosis are given by, (1) the use of a severe force 
to secure an improved and if possible an over-corrected posi- 
tion temporarily, and (2) to retain as much as possible of the 
position thus secured during the most important part of the 
growing period. He recommends, with some modification, the 
method of Wullstein: forcibly extend the head while the patient’s 
pelvis is strapt to a seat which can be tilted to make the pelvis 
oblique, and which also can be rotated to change the relation of 
the pelvis to the spine. Lateral pressure is made by pads run- 
ning in horizontally from the sides of an appropriately con- 
structed apparatus. By combined motion of the seat and adjusta- 
ble pads, any degree of twist in the spine upon the pelvis may be 
produced. Wullstein uses at times a force of 250 pounds in the 
pull, and applies a plaster jacket while the patient is thus stretcht 
and pusht into a corrected position. The jacket embraces the 
chest, shoulders, and head. Lovett does not believe that Wull- 
stein’s attempt to correct rotation by torsion of the whole spine 
is based on correct principles, nor that torsion can be so cor- 
rected, but with this unimportant exception he believes the 
method is progressive, rational and effective. 


Treatment of Shock. 

Dr. George E. Brewer, of New York, in a discussion on shock 
(Railway Surgeon) claims that most of the drugs recommended 
for shock are utterly ineffectual. It seems to him unwise to pre- 
scribe nitroglycerin, since the modern idea of shock is a vaso- 
motor dilatation owing to paralysis of the vaso-motor nervous 
mechanism, and the special physiological action of the nitrites 
is to cause vasomotor dilatation. Adrenalin is the substance on 
which all eyes are fixt now in the matter of the drug treatment 
of shock. Experimentally, the outlook seems to be very promis- 
ing. Dr. Cushing recently saw a dog stop breathing during an 
experiment. A solution of adrenalin was injected into the veins, 
but without effect. The heart was then exposed and irritated 
by direct compression, but without result. Artificial respiration 
was kept up and adrenalin was injected directly into the heart 


— 


cavity. The heart began to beat again, and tho it was over 
twenty minutes since the animal had stopt breathing, recovery 
was complete. 


Quick Cure of Gonorrhea. 


In a paper read before the Philadelphia Medical Society, Dr, 
R. O. Kervin remarkt that Ricord’s famous saying that when 
“a clap begins, God alone knows when it will end,” is not true, 
as it was a few years ago. He stated that with the use of 20 
per cent argyrol solution he had been able to cure 85 per cent 
of his acute cases in from two to four weeks. He quoted Purdy, 
of London, who stated that since the introduction of argyrol into 
the enormous clinic at the London Lock Hospital, 72 per cent of 
the early cases had been cured within a month, and there had 
been no relapses after six weeks. Dr. Kevin has been associated 
with Dr. Loux for several years at the clinic, and can corrobor- 
ate Loux’s conclusion that he has seen so many acute Cases cut 
short that he always practices the abortive method when possi- 
ble. This method is as follows: If the patient presents himself 
during the first forty-eight hours of an attack of gonorrhea, the 
anterior urethra is washt out with warm water or normal salt 
solution. Then two drachms of 20 per cent argyrol solution is 
injected into the anterior urethra and held there for ten minutes; 
this injection is repeated by the patient every three hours, night 
and day, for three days. Even if this method does not abort the 
disease, it always effects a cure in a shortened period, and affords 
the patient entire freedom from the pain and irritation usually 
present in an early gonorrhea. If by this means the disease 
does not show signs of being aborted, Dr. Kevin practices the 
same methods mentioned by Dr. Loux. 


Warm Bath in Abdominal Diagnosis. 

Sticker (Medical Age) calls attention to the fact that ordi- 
narily it is sufficient to raise the shoulders and the knees in 
order to successfully palpate the abdomen. There are certain 
cases, however, in which chloroform anesthesia is sometimes em- 
ployed. Rather than use the anesthesia the author prefers plac- 
ing the patient in a warm bath, which permits him with but very 
few exceptions to palpate the different abdominal organs and to 
demonstrate almost all their pathological conditions. 


Foreign Bodies in the Belly. 

American Medicine quotes Neugebauer as saying that the 
leaving of foreign bodies in the abdomen at operation is a quite 
common accident. He has been able to collect reports of 87 
cases of foreign bodies left in the abdomen by operators, includ- 
ing forceps, scissors and sponges. He quotes the remark of Dr. 
R. F. Weir, of New York, that he considers it almost impossible 
to guard against this contingency absolutely. We can only by 
great care reduce the accidents to a minimum. Neugebauer is 
convinced that one chief cause of such accidents is imperfect or 
bad anesthesia, leading to interruption or hasty conclusion of 
operation. Hence the necessity for an experienced anesthetizer. 
Another safeguard is such a position of the patient as gives the 
best command of the operative field by eye and hand. Another 
important matter is a sufficient illumination of the field of opera- 
tion, and a careful personal assistant. Then a multiplicity of 
instruments should be avoided, and forceps, scissors, sponges, 
etc., so arranged that the loss of any would be instantly noticed: 
especially should one have the hemostatic forceps in a hand 
glass, and needles and ligatures in a special plate. 


Bad Results in Fractures. 


Dr. J. P. Warbasse, of Brooklyn, says (Brooklyn Medical 
Journal, March, ’04), that the unsatisfactory results in the treat- 
ment of fractures occur in the hands of even the most careful and 
experienced surgeons, are usually attributable to one or both of 
two things: too great deference to the whims and present com- 
fort of the patient, and (2) a division of the responsibility by the 
two or more surgeons in attendance. In a young or healthy 
person the securing of a perfect mechanical result is the prime 
object and the opinions and pleasures, even the personal com- 
fort, of the patient should all give way to this end. One surgeon 
should hold himself responsible for the result, no. matter how 
much counsel he may call in; the full treatment must be in his 
hands. Nothing but harm will come from the violation of this 
rule. An apparent persistence of callus, except in cases of im- 
perfect immobilization, should suggest the presence of overriding 
or of osteosarcoma. He believes that there is too much tendency 
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to cling to the traditions in the treatment of fractures; advance 
in the surgery of fractures has not kept pace with that of other 
departments of surgery—like operations of abdomen and brain, 
for example. A fracture complicated by irreducible displace- 
ment, or pressure or injury to a nerve trunk, should be given 
the advantages which surgery can now offer. 


Removal of the Gall-Bladder. 


Reporting some successful work in removal of diseased gall- 
bladders, Dr. Maurice Kahn, of Leadville, Colo., remarks (Ameri- 
can Medicine, April 9, ’04), that the operation of cholecystectomy 
is not more hazardous than cholecystostomy is a fact substan- 
tiated by every surgeon of experience with the two operations. It 
may be said truly that septic cholecystitis is no more a counter- 
indication to cholecystectomy than septic appendicitis is a coun- 
terindication to appendicectomy; further, the thick-walled blad- 
ders found in pus cases are functionally useless anyway, and 
should be excised to avoid the peril of a second operation. Any 
operation on the gall-bladder presupposes some disease thereof; 
if for cholelithiasis, then the presence of these stones, in accord- 
ance with modern pathology, is evidence of a diseased gall- 
bladder, and as a diseased gall-bladder is a menace to life, it 
should be removed, and not merely opened and drained. For 
weeks, and sometimes months, following cholecystostomy, there 
is a troublesome fistula discharging irritating secretion. The 
fistula may be persistent, necessitating secondary cholecystenter- 
ostomy or cholecystectomy. A grave toxemia consequent upon 
cholecyst disease is not uncommonly encountered. Drainage 
would afford temporary relief perhaps, but without any assurance 
of its permanency. Pancreatitis may be co-existent. Ablation of 
the gall-bladder eliminates the risk of its aggravation from dis- 
ease of this organ, and there will not be any stones subsequently 
to irritate the pancreas. By excluding the probability of stone 
formation we practically eliminate the possibility of cancer from 
this cause which is universally conceded to be by far the most 
frequent etiologic factor. Succeeding empyema is impossible, as 
is also secondary obstruction of the cystic duct with its periodic 
colic, proceeding from gall-bladder secretions being forced thru 
the strictured duct, which stricture follows ulceration of the 
duct or kinking or constriction from adhesions. Again, post- 
operative adhesions are more extensive in cholecystostomy than 
in cholecystectomy, hence a greater likelihood of their limiting 
the normal movements of adjacent viscera particularly the stom- 
ach and duodenum, possibly demanding secondary operation for 
their release. Besides, in drainage cases, there is greater dan- 
ger of hernia developing. In cases of impacted stone in the 
cystic duct, the trouble of its removal is avoided and time saved 
by ligating below the stone and removing duct, bladder and stone 
entire. Also, as stones in this situation have frequently escaped 
observation, this danger would also be avoided by its complete 
removal. 


Radical Cure of Hernia. 

Concerning this neglected field of surgery, Journal of Ameri- 
can Medical Association says: There seems no reason now why 
patients, and especially young patients, should any longer be dis- 
couraged from having radical operations for hernia done, and 
encouraged to wear trusses with all the danger and inconven- 
ience and discomfort that this form of treatment entails. There 
are still many physicians, however, who seem to feel that opera- 
tion should not be suggested, and who perhaps have not fully 
realized what is the present position of surgery in this matter. 
In the last number of the International Medical Annual, Dr. Mayo 
Robson reviews the statistics of a number of operators for the 
radical cure of hernia, and shows very clearly how favorable 
have been the results immediate and eventual of operation. In 
Johns Hopkins Hospital there was only one death in 459 opera- 
tions. In Carle’s clinic in Rome, two deaths in over 1,400 opera- 
tions. In the Vienna clinic, three deaths out of 804 operations. 
In Dr. W. B. Coley’s 1,075 cases only two deaths. All of these 
reports combined give a mortality of scarcely one-fifth of 1 per 
cent. In spite of ominous prognostications from older surgeons, 
the ultimate results in the majority of cases are even better than 
have been anticipated by the advocates of early operation. Out 
of 917 Bassini’s operations not quite one out of every 100 cases 
suffered from a relapse of the hernia, thou many of the cases 
Were old and complicated. When relapse does occur, it comes 
within six months almost without exception. Patients who re- 
main cured for a year after the operation, may be expected to 
continue in this condition, and after two years may be considered 
permanently cured. This is an excellent result to obtain at so 
slight a risk. An analysis of the cases in which death occurs 
would still further enhance the encouragement afforded by the 


statistics, since many of the fatalities were due not to septic in- 
fection nor to any mishap during the operation, but to conditions 
like the effect of anesthetics or of kidney irritation, which could 
not well be foreseen and guarded against. When the very high 
mortality of strangulated hernia is considered, the picture thus 
presented becomes even still more striking. At the present time 
in hospital practice more than one out of every five patients 
are lost, even in the hands of excellent operators. In private 
practice the mortality is less than 10 per cent, but this is surely 
not low enough to encourage the taking of the risk. There seems 
no doubt, then, that physicians should recommend much more 
generally than they do at the present time the radical cure of 
hernia by operative procedure rather than, as is commonly done, 
prescribe a truss. The smaller the hernia the more easily the 
operation is performed and the less danger there is of recurrence. 
It is after tissues have become weakened and deformed by the 
frequent protrusion of the hernial sac that the operation becomes 
more dangerous and relapse becomes more possible. Here that 
much-abused term, conservatism, seems to indicate operative in- 
tervention rather than the supposedly palliative, but in many 
cases really provocative, treatment by apparatus. 


Radium Compared with the X-Ray. 

A comparison between the usefulness of radium and the 
Roentgen ray has been made by Dr. Francis H. Willikins. He 
concludes (Medical Age) that (1) The rays from radium salts, 
unlike the x-rays, are not serviceable in diagnosis, either by 
means of radiographs or of fiuoroscopic examinations. (2) The 
Beta-rays are useful as a therapeutic agent in certain skin dis- 
eases and new growths, if the diseased tissues are superficial or 
are not more than about 1.25 centimeters (one-half an inch) be- 
low the surface of the skin or accessible mucous membranes. (3) 
The Beta-rays from radium salts will heal some cases of new 
growths, that are not healed by the x-rays, and they act more 
promptly, but not over so large a surface at one time as the x- 
rays. (4) Radium salts of an activity of only 8,000 (or even 
considerably more), are not sufficiently strong to be efficient. 
Pure radium salts which have a radioactivity of about 1,500,000 
are not too strong for the work to be done. (5) The radiation 
from radium salts, unlike that from the x-ray tube, is uniform. 
(6) Great care should be evercised to avoid burns. 


GYNECOLOGICAL NOTES. 


Chronic Metritis and Endometritis. 


A most careful review of late literature appears in the Prac- 
titioner for March, from the pen of Dr. W. E. Fothergill, with 
especial reference to the relation of chronic inflammations of the 
genital tract to the life-history of the uterine muscle. The work 
of several writers, who have endeavored to elucidate the path- 
ology of numerous conditions that are still named “endometritis” 
and “metritis,” (tho non-infective in origin), are considered at 
some length. The investigations of Theilhaber, Meier and Don- 
ald are interpreted as certainly proving the existence of a non- 
inflammatory condition, in which the main symptoms are dis- 
comfort, menorrhagia and leukorrhea, and the most obvious pa- 
thological feature is hypertrophy of the uterine mucosa. Fother- 
gill says it must be allowed, even if the conclusions of these 
observers are not accepted as final, that the uterine muscle plays 
a greater part in the causation of common pelvic disorders than 
has hitherto been recognized. The application of names ending 
in “itis” to conditions of non-inflammatory origin is not in accord- 
ance with the spirit of modern pathology. The terms endome- 
tritis and metritis should be reserved for infective cases. 


For Vomiting of Pregnancy. 

A peculiar treatment for vomiting of pregnancy is advocated 
by Dumas. He applies revulsion to the breasts to divert to this 
point the tempest in the uterus. He believes that the close con- 
nection between the breasts and the genitalia is sufficient to ex- 
plain the prompt benefit derived. He prefers cupping for the 
purpose, using a semi-spherical cup that fits air-tight over the 
breast, with a rubber bulb to aspirate the air. The cup must 
be large enough to avoid all contact with the breast except at 
the base. He applies it morning and night, and leaves it in place 
on each breast for twenty-five to thirty minutes. He suggests 
that this revulsion to the breasts might be found useful also in 
chlorosis or other disturbances accompanying puberty. 


Importance of Retroflexion. 


American Medicine states that Winter’s researches have 
shown that of 710 apparently normal women, 154 had retroflext. 
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uteri; of these 154 women, 90 (60 per cent), complained abso- 
lutely of no gynecologic symptoms. <A closer examination of the 
symptoms complained of by women with this condition revealed 
that in nearly all cases the symptoms are due to some co-existing 
complication. Of 90 women with retroflexion complaining of 
symptoms which were at first believed to be due to the retro- 
flexion, 88 were found to have some complicating condition; thus: 
6 were pregnant, 5 had puerperal hemorrhage, 6 prolapse, 15 
catarrh, 31 adnexal disease and perimetritis, 18 parametritis, and 
3 had rarer complications. Upon removal of the complications 
the symptoms claimed to be due to the retrofiexion disappeared; 
only in the cases of puerperal hemorrhage was it necessary to 
treat the retroflexion. He found further that the complications 
did not produce the retroflexion, nor the retroflexion the compli- 
cations, even where it had existed for years, nor was it capable of 
producing diseases of the nervous system, as hysteria. The 
treatment of retrofiexion, therefore, he believes, to be purely the 
treatment of its complications; and conversely, simply to operate 
on a healthy woman because she has retrofiexion is absolutely 
uncalled for. 


Fissures of the Breast. 
For fissures of the nipple and breast, Lepage says (New 
York Medical Journal) that he has found solutions of boric acid 
on compresses excellent, but he offers this formula as better: 


Cocaine hydrochloride................. aa 0.5 


M. Make an ointment and apply four or five times a day. 


The Future of Uterine Fibroids. 

An interesting analysis of the ultimate outcome of uterine 
fibromata as demonstrated ‘in his own practice appears in Ameri- 
can Medicine April 2, 1904, from the pen of Dr. Willis E. Ford. 
The total number of cases he has treated and of which he has 
been able to ascertain the subsequent histories has been 162. 
Of this number 96 were treated by galvanism; 26 were improved 
as regards hemorrhages, pain, etc., and 7 recovered. Some few 
of the above improved relapst. Twenty-five patients were im- 
proved, that is, the tumor became smaller, and in only one case 
was there any accident or injury from the use of the heavy cur- 
rent of electricity. Of the 31 cases treated by tying the uterine 
arteries thru the vagina and by curettement, together with medi- 


- einal treatment by ergot, thyroid, etc., 24 were temporarily im- 


proved and 7 unimproved, tho in the improved cases the tumors 
were not appreciably diminisht in size. He thinks the method of 
tying the arteries is not advisable. The number of cases oper- 
ated on was 61. Six of these were by abdominal section and ex- 
ternal treatment of the stump; 2 died. In one case the patient 
died from cerebral apoplexy, which she had suffered from prev- 
iously, the other had a very large tumor, the fibroid slought and 
death was due to septicemia. Since then all his abdominal oper- 
ations have been done by supravaginal amputation after Baer’s 
method, with 4 deaths in 34 operations. By vaginal hyster- 
ectomy he has removed 10 with one death. The number of 
operations was rather larger than would be the case ordinarily, 
and he thinks there are many cases in which operation is not 
called for, and quotes Hirst in respect to the indications for 
operation. He thinks that fibroids have a definite period of 
growth, tho not according to any well-understood rule. In many 
cases they disappear. His rule now is to operate and remove 
any fibroid that is threatening life by hemorrhage, any soft, rapid- 
ly-growing myomas, any very large tumor causing pressure on 
the adjacent organs so as to produce invalidism, and any tumor 
which. seems to be undergoing degenerative change. Many small 
fibroids have remained stationary under his observation for 15 


years. A few tumors have disappeared without his knowing the 


cause. While no treatment other than surgical is of much ser- 
vice, if it is declined then galvanism will do more than any 
other method. 


Sinclair’s Ventrofixation for Retroversion. 

This operation is thus described by the originator: In per- 
forming the operation of ventrofixation I have discarded all 
suture material except catgut and the finest silk thread which 
can be conveniently manipulated. At first I used to try to close 
completely the vesico-uterine fold, but now for years I have intro- 


duced for this purpose only two catgut sutures, one at each side, | 


well below the lowest point of the abdominal wound, while the 
uterus is firmly pulled upward by means of an ordinary volsella | 


inserted in the center of the fundus and manipulated by an assist- 


ant. This is quite sufficient practically to close the fold without 
interfering with the distension of the bladder, and it is more of a 
preventive to any possible insinuation of intestine than shortening 
of the round ligaments, to the extent practist by most operators, 
can be. The next step is to suture the peritoneum at the edge of 
the wound on each side. The fine silk sutures are introduced 
from the outside surface of the parietal peritoneum, passt thry 
the peritoneum, and after taking a good hold of the uterus low 
down and near its margin, they are brought back thru the perit- 
oneum and firmly tied. The knot is thus always extraperitonea), 
Two of such sutures are, as a rule, introduced on each side. The 
same process is now continued, with the addition that the sutures 
include the fascia as well as the peritoneum on each side. The 
transverse sutures are next introduced. These are two or three 
in number, consist of fine silk, and include fascia and peritoneum 
at the sides, and each takes a fairly extensive hold of the anter- 
ior surface of the uterus. The highest of the sutures is placed 
about half-way up from the isthmus to the fundus. In compii- 
cated cases, and when the prospect of pregnancy is very remote, 
the sutures have been placed occasionally a little higher, tho not 
often. All the sutures that penetrate to any part of the uterine 
tissue are buried sutures at the finish; or, if any sutures include 
skin as well, it is never left for more than three days, usually 
only forty-eight hours. There must never be suppuration in the 
tract of this suture. The highest transverse suture should al- 
ways be buried. The abdominal wound is closed in the usual 
way, and it is an advantage to suture separately the edges of the 


'fascia with catgut. The last step in every case is the introduc- 


tion of a glycerine-pad pessary into the vagina to press forward 
and support the uterus during the formation of adhesions. The 
patients are kept in bed for a month or six weeks, and they are 
advised to lead invalid lives for several months. There is hardly 
ever the slightest reaction in the simple cases, and the operation 
has stood the tests of efficacy given above in nearly one hundred 
patients. A considerable proportion of the patients have borne 
one or more children since the operation. 


The X-Ray for Uterine Cancer. 

In his address to the Pennsylvania State Medical Society, Dr. 
John G. Clark, Professor of Gynecology in the Philadelphia Poly- 
clinic, said of the use of the Roentgen ray in cancer of the 
uterus: If this disease is to be beneficially influenced, however, 
the diseased surface must have the immediate effect of the rays, 
and not the diffuse application which occurs if the x-ray bulb is 
held at a distance from the vulva and merely directed thru a 
speculum into the vagina. In such instances there is a too feeble 
contact of the rays and little more can be expected than in can- 
cer of the abdominal organs where the ventral wall offers a bar- 
rier. To obviate this error, Caldwell has devised a set of tubes 
for direct introduction into the oral, rectal and vaginal cavities 
which should be most efficient. Pusey speaks of Caldwell’s tubes 
in the following enthusiastic way: “For making exposures in 
the vagina or in the rectum, Caldwell’s tubes furnish far and . 
away the best method. Indeed his tubes for treating these cav- 
ities, are, in my opinion, the greatest single addition that has 
been made to the technic of the therapeutic application of the 
rays.” While cervical cancer may be lookt upon as a surface 
growth, if the rays are applied at a distance from the cervix thru 
the medium of a speculum, the efficiency of the treatment cer- 
tainly cannot be of the greatest therapeutic value because of the 
diffusion of the rays. According to the inventor’s claims the 
Caldwell tube obviates this error by focussing the rays immedi- 
ately upon the diseased area. A water jacket surrounds the bulb 
and thus prevents burning the vagina. Summarizing his opinion, 
based upon his personal experience and a careful review of 
American medical literature, Dr. Clark concludes: 1. No oper- 
able case of cancer should ever be temporized with by this new 
agent, for as yet our knowledge of its value is too limited to jus- 
tify the abandonment of operative measures, which, altho far 
from satisfactory, unquestionably offer a definite percentage of 
cure. 2. As yet no local therapeutic agent has proved of the 
least value in even ameliorating the symptoms in inoperable or 
recurrent cases.- 3. To this class of cases we may hold out a 
remote hope of cure and certainly a definite probability of relief 
of pain, discharge and other disagreeable symptoms from the use 
of the Roentgen rays. 4. As yet it is impossible to venture a 
positive opinion as to the ultimate value of this treatment in can- 
cer of the uterus, but as it offers some hope, which can be said of 
no other remedy, it is at least our duty to fully investigate its 
merits and thus determine its value as a curative or palliative 
treatment. 
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